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March, 1954 ADVERTISEMENTS 


YOU are te 
KEYSTONE 


in the successful 

operation of 

Hospital Saving Association's 
BLUE CROSS PLAN. 

It is you, the doctor, who 
decides when a 

patient should be hospitalized. 
You determine the 

treatment he should 

receive, and only you 

can discharge him from 

the hospital. 

These are only three 

reasons why Hospital Saving 
asks of you an uncommon 
understanding of what we are 


trying to accomplish. 
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“, .. reports on its use in patients with 
pneumococcal pneumonia, surgical in- 
fections, or urinary tract infections indi- 
cate that the oral administration of 
tetracycline is followed by rapid clinical 
response. Symptoms, including fever, 


largely cleared up within 24 to 48 hours,”* 


1. English, A, R.; P’an, S. Y.; McBride, T. J.; Gardocki, J. F.; Van 
Halsema, G., and Wright, W. A. Antibiotics Annual (1953-1954), 
New York, Medical Encyclopedia, inc., 1953, p. 70. 

2. Finland, M.: Brit. M. J. 2:4846 (Nov, .21) 1953, 
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BASIC chemically 
The structure of this newest antibiotic represents a 
nucleus of modern broad-spectrum antibiotic activity. 


BASIC clinically 


This newest broad-spectrum antibiotic has a 

wide range of action against respiratory, 
gastrointestinal, soft-tissue, urinary and mixed 
bacterial infections due to pneumococci, streptococci, 
staphylococci and other gram-positive 


and gram-negative organisms. 


“Data th.us far available would indicate that the use 

of tetracycline is accompanied by a significantly lower 
incidence of gastrointestinal symptoms .. .’* 

This newest broad-spectrum antibiotic may often 
be used with good success in patients in whom 
resistance or sensitivity to other forms of antibiotic 


therapy has developed. 


F 


among broad-spectrum antibiotics 


ds 


tig 


TETRACYN TABLETS (sugar coated) 
250 mg., 100 mg., 50 mg. 


B. ROERIG AND COMPANY, Chicago 11, Illinois 


Bic 
| 
brand of TETRACYCLINE hydrochloride ds 
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Physiologica 


| test 


compares 


“Micronite’ 


To compare the efficiency of various 
filters as they affect physiological re- 
sponses in the cigarette smoker, drop 
in surface skin temperature at the last 
phalanx was measured. 


Using well-established procedures, 
the subject smoked conventional filter 
cigarettes and the new KENT with 
the exclusive Micronite Filter. 

For every other filter cigarette, the 
drop in temperature averaged over 6 
degrees. For KENT’s Micronite Filter, 
there was no appreciable drop. 

These findings confirm the results of 
other scientific measurements that 
show these facts: 1) KENT’s Micronite 
Filter takes out far more nicotine and 


Filter with oth 


tars than any other cigarette, old or 
new. 2) Ordinary cotton, cellulose or 
crepe paper filters remove a small but 
ineffective amount of nicotine and tars. 


Thus KENT, with the first filter that 
really works, gives the one smoker out 
of every three who is susceptible to 
nicotine and tars the protection he 
needs . . . while offering the satisfac- 
tion he expects of fine tobacco. 


For these reasons, smokers have 
made the new KENT the most popular 
new brand of cigarette to be introduced 
in the last 20 years. 

If you have yet to try the new KENT 
with the exclusive Micronite Filter, may 
we suggest you do so soon? 


CIGARETTE 


mie 


THE 


er cigarette filters 


“KENT AND “MICRONITE”’ 
ARE REGISTERED TRADEMARK 


OF P. LORILLARD COMPANY 
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Ciba § products of performance 


THE PATIENT FEELS 
a greater ease in breathing. 


YOU OBSERVE 
prompt reduction of turgid 
mucous membranes, 


THE LITERATURE REPORTS 
a rapid decongestive effect’ 
“relief lasts for several 
hours’”’—and a prolonged 
reduction of local swelling 
and congestion.” 


Supply: 0.050 Solution, 1 oz. 
bottle and 15 ml. Nebulizer. 


for nasal 


congestion vil 


the common cold 
or allergy 


(¢ i t Summit, N. J. 


® 
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Now, as in the pollen season, allergy must be reckoned with as “perhaps 
the commonest cause of a stuffy nose...”' And in “off-season” allergic 
nasal congestion—as in other allergic manifestations— you can rely on 
Pyribenzamine for prompt symptomatic relief, with aminimum of sedation 
or other side effects. Keep this effective prescription in mind whenever you 


suspect allergy as a factor in “stuffy nose.” Pyribenzamine hydrochloride 


(tripelennamine hydrochloride Ciba) 50-mg. tablets, bottles of 100 and 


1000. For pediatric use, prescribe palatable Pyribenzamine Elixir; each 


4-ml. teaspoonful contains 30 mg. tripelennamine citrate. Pints and gallons. 


1. Dill, J. Lo: Postgrad. Med. 4:41, 1948 


No other antihistamine combines greater clinical benefit with greater freedom from side effects 
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Ciba | products of performance | Aapresoline 


THE PATIENT IREPORTS 
progressive relief of 
hypertensive symptoms 
if present. 


YOU OBSERVE 

benefits in up to 80% of cases: 
e.g., hypertension gradually 
reduced, renal circulation 
improved, eye-ground changes 
may be reversed, 


THE LITERATURE REPORTS 
therapy is generally well 
tolerated with initial 
low dosages, gradually 
increased.’ Patient 
response is the guide to 
dosage adjustment.‘ Optimal 
maintenance dosage level 
is usually reached only 
after 3 weeks or more; 
marked therapeutic effect 
‘annot be expected with 
initial low dosages.* 


Tablets of 10, 25, 50, 100 mg. 
Ampuls of 1 ml., 20 mg. 


1. Hafkenschiel, J. H., and Lindauer, M.A 
Circulation 7: 52, 1953 

2. Schroeder, H. A.: Circulation 5: 28, 1952 
3. Riven, S.S., Pocock, D.G., Kory, R.C., 
Roehm, D.C., Anderson R.S., and 
Meneely, G.R.: Am. J. Med, 14: 160, 1953 
4. Taylor, R.D., Dustan, H. P., Corcoran, 

A. C., and Page, |. H.: Arch. Int 

Med. 90: 734, 1952. 


for the patient 


with moderate 


APRESOLINE® HYDROCHLORIDE 
(HYDRALAZINE HYDROCHLORIDE CiBA) 


or severe essential 
hypertension 


Gilba Summit, N. J. 


2/1958 
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66 
a good mixer 


for your cough prescriptions 


: especially valuable when allergic factor 


is suspected or present 


: - taste appeals to young and old 


- compatible with commonly prescribed medications 


Contains CHLOR-7RIMETON® Maleate 
(brand.of chlorprophenpyridamine maleate), 2 mg. per teaspoonful (4 cc.). 
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oteworthy 
for its 
SAFETY 


@ Biologic assay—based on actual 
blood pressure reduction in mammals 
—assures uniform potency and con- 


stant pharmacologic action, 


@ Blood pressure is lowered by cen- 
trally mediated action; there is no 


ganglionic or adrenergic blocking. 


@ Therapy is rarely, if ever, fraught 
with the danger of postural hypo- 


tension, 
dent of alterations in heart rate. 
@ Cardiac output is not reduced, 


@ Renal function, unless previously 


grossly reduced, is not compromised, 


@ Cerebral blood flow is not decreased, 


@ Cardiac work is not increased, 


tachycardia is not engendered. 


@No dangerous toxic effects from 
oral administration, no deaths at- 
tributable to Veriloid have ever 
been reported. Side actions of sia- 
lorrhea, substernal burning, brady- 
cardia, nausea, and vomiting (due 


@Hypotensive action is indepen- 


A selective alkaloidal extract (alkavervir fraction) of 
Veratrum viride, Veriloid presents these noteworthy 
features when a potent hypotensive agent is indicated. 
Its dosage forms provide notable flexibility in treatment, 


and thereafter avoided by dosage 


adjustment. 

e@ In broad use over five years, lit- 
erally in hundreds of thousands of 
patients, no other sequelae have 


been reported, whether Veriloid is 
given orally or parenterally. 


e@ Tolerance or idiosyncrasy rarely 
develops; allergic reactions have not 
tablets 


been encountered. Hence 
Veriloid can be given for the long 
course of treatment required in 


severe hypertension, 
@ Continuing therapy with Veriloid 
has not led to interference with appe- 


tite or with excretory function, 


@ Because of its rapidly induced, 
prolonged action (6 to 8 hours), tab- 
lets Veriloid provide around-the- 
clock hypotensive effect from 4 doses 
daily, make today’s dosage effective 
today, and usually prevent hyper- 
tensive “spiking” during the night. 


@A notable safety factor in intra- 
venous administration is: the extent 


to which blood pressure is lowered is 
directly within the control of the 


physician, 


o overdosage) are readily overcome 
1. Kauntze, R., and Trounce, J.: Treatment of Arterial Hyperten- 
sion with Veriloid (Veratrum Viride), Lancet 2:1002 (Dec. 1) 1951, 


2. Wilkins, R.W.: Combination of Drugs in the Treatment of 
Essential Hypertension, Mississippi Doctor 30:359 (Apr.) 1953. 


ORIGINAL RESEARCH PRODUCTS OF 


Tablets 

Slow-dissolving, scored tablets in 2 mg. and 
3 mg. potencies; produce gratifying reaponse 
in many patients with moderate to severe 
hypertension; in fully 30°, of patients this 
response can be maintained for long periods;! 
combination with other hypotensive agents 
greatly increases this percentage.2 Initially, 
9 mg. daily, in divided doses, not leas than 
4 hours apart, preferably after meals. Dos- 
age to be increased gradually, by amall incre- 
ments, till maximum tolerated dose is 
reached. Maintenance dose, 9to24 mg.daily. 


Solution Intravenous 
For immediate reduction of critically ele- 
vated blood pressure in hypertensive emer- 
gencies such as hypertensive states 

vascular disease, 


accompanying cerebral 

hypertensive crisis (encephalopathy), tox- 

emias of pregnancy; lowers blood pressure 
physician 


promptly, to any degree the 
desires, and with notable safety, since 
excessive hypotensive and bradycardic 
effects are readily overcome by simple 
means, Supplied in a combination package 
containing one 5 cc, ampul and a 20 ce. vial 
of diluent, and in boxes of six 5 cc. ampuls. 


Solution contains 0.4 mg. Veriloid per cc. 
Solution Intramuscular 

For maintenance of blood pressure in such 
critical instances, and for primary use in 
less critical situations not showing the 
same immediate urgency. Provides 1.0 mg. 
Veriloid per cc. in isotonic aqueous solu- 
tion incorporating one per cent procaine 
hydrochloride. A single dose lowers blood 
pressure significantly, reaching maximum 
hypotensive effect in 60 to 90 minutes. By 
repeated injections (every 3 to 6 hours) 
blood pressure may be kept depressed for 
hours or days if necessary. In boxes of six 
2 cc. ampuls. Complete instructions (dos- 
age and administration) with every ampul 
of the parenteral preparations should be 


noted carefully. 


RIKER LABORATORIES, INC. sso severly sovievard, tos Angeles 48, California 
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im Durham, 
Ne orth Carolina 


4 


... it’s a big year for the 1700 or more new 
babies who are likely to be born to Durham 
parents in 1954 — because the first months 
of life are the most important in the prog- 
ress of newborns toward sturdy maturity. 
Fortunately, Durham’s 253 physicians and 
6 hospitals are ever ready to apply the new- 
est medical advances to ensure a good start 
for these future citizens. 


BORDEN, too, recognizes the importance 
of this first “big year” in the lives of 
these little ones. Ever since Gail Borden 
pioneered preserved milk 100 years ago, 
BORDEN has been interested in the safe, 
adequate feeding of babies. 


Today, Durham’s 25 pharmacies can 
provide such highly specialized, yet eco- 
nomical, BORDEN products as BREMIL, 
MULL-SOY, and DRYCO to help solve virtually 
any problem of infant feeding, including 
that of milk allergy itself. Because of 
BORDEN’s long experience and continuing 
research in nutrition, you can always pre- 
scribe them with confidence. 


pase BY RAND MONALLY & CO., CHICAGO-A.L. 9379 


there's 
a 


Borden 


formula 
for 
almost 


For samples and literature, write 
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next to breast milk for uneventful feeding 


virtually “instant”? powdered milk product, completely modi- 
fied in the image of breast milk... yet costs less than a penny 
an ounce — no more than ordinary formulas requiring 
vitamin adjustment. 


BREMIL minimizes the incidence of hyperirritability caused 
by subclinical tetany... because of its guaranteed calcium- 
phosphorus ratio of 11:1. 

BREMIL minimizes the incidence of digestive upsets... be- 
cause its small curds and fine fat emulsion are patterned 
after breast milk. 

BREMIL minimizes the incidence of excoriations caused by 
ammoniacal urine. 

Supplied in 1-lb. tins. Normal dilution, 1 level tablespoonful 
and 2 fl.oz. water. 


for infants allergic to cow’s milk 


pioneer soy preparation — entirely milk-free but closely 
comparable to milk in protein, carbohydrate, fat, calcium, 
and phosphorus. Palatable, readily digested, easy to use. 
MULL-SOY Liquid in 15¥-fl.oz. tins. MULL-SOY Powdered in 
1-lb. tins. 


flexible base for “problem” feeding 


In its second generation of achievement, DRYCO continues to 
prove its usefulness in the feeding of prematures or when- 
ever digestive disturbances demand low fat. DRYCO is high 
in protein, low in fat, moderate in carbohydrate ... digesti- 
ble, easy to use, fortified with vitamins A and D. In 1- and 
2'%-lb. tins. 


Available through all drug channels. 


Bordens PRESCRIPTION PRODUCTS DIVISION 
350 Madison Avenue, New York 17 
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BETA HEMOLYTIC STREPTOCOCCI © STAPHYLOCOCCI » PNEUMOCOCCI * GONOCOCCI « MENINGOCOCCI 
ATYPICAL PNEUMONIAS STAPHYLOCOCCI PNEUMOCOCCI BETA HEMOLYTIC STREPTOCOCCI CERTAII 
CERTAIN MIXED INFECTIONS * BRONCHIOLITIS * BETA HEMOLYTIC STREP Iie 

BETA HEMOLYTIC STREPTOCOCCI STAPHYLOCOCCI PNEUMOCOC 


a new broad-spectrum antibioti 
CERTAIN MIXED 

BETA HEMOLY. 


CERTAIN 

BETA HEM 

ATYPICAL PNEUMONI 

CERTAIN MIXED INFECTIM 

BETA HEMOLYTIC STREPTOCOCC! © STAPHYLOCOC 

ATYPICAL PNEUMONIAS STAPHYLOCOCCI PNEUMOCOCCI 
CERTAIN MIXED INFECTIONS « BRONCHIOLITIS * BETA HEMOLYTIC STREPTOCOCCI! « STAPHYLOCOCCI * 
BETA HEMOLYTIC STREPTOCOCCI STAPHYLOCOCCI PNEUMOCOCCI GONOCOCCI MENINGOCOCCI 
ATYPICAL PNEUMONIAS © STAPHYLOCOCCI * PNEUMOCOCCI © BETA HEMOLYTIC STREPTOCOCCI © CERTAII 


ee, a new broad-spectrum — more rapid diffusion in body tissue and fluid. 
antibiotic developed by the Lederle research ACHROMYCIN exhibits a broad range of activity 
team, has demonstrated notable effective- against beta hemolytic streptococcic infections, 
ness in clinical trials. E. coli infections, meningococcic, staphylococ- 
ACHROMYCIN has definitely fewer side- cic, pneumococcic and gonococcic infections, 
reactions. It maintains effective potency acute bronchitis and bronchiolitis, and certain 
for a full 24-hours in solution. It provides mixed infections. 


250 mg. 500 mg. 50 mg. 
eo 100 mg. INTRAVENOUS ¢ 250 mg. SPERSOIDS* 2 per teaspoonful 


50 mg. 100 mg. 3.0 Gm) 


Other dosage forms will become availible as rapidly as research permits. 
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{ 
PNEUMONIAS * E. COLI INFECTIONS * ACUTE BRONCHITIS * BRONCHIOLITIS * CERTAIN MIXED INFECTIONS 
CTIONS JOCOCCI E. COLI INFECTIONS ACUTE BRONCHITIS * BRONCHIOLITIS 
| * GONOCO MbATYPICAL PNEUMONIAS © E. COL! INFECTIONS * ACUTE BRONCHITIS 
PNEUM E BRONCHITIS * BRONCHIOLITIS * CERTAIN MIXED INFECTIONS 

CTIONS * ACUTE BRONCHITIS * BRONCHIOLITIS 

E. COLI INFECTIONS * ACUTE BRONCHITIS 

INFECTIONS 
CHIOLITIS 


wes 


BONS 
HITIS 
LITIS 
HITIS 
TIONS 

MOLITIS 
BRONCHITIS 
INFECTIONS 
SONCHIOLITIS 
PCTIONS ACUTE BRONCHITIS 
PULITIS * CERTAIN MIXED INFECTIONS 
ecl MENT IONS * ACUTE BRONCHITIS BRONCHIOLITIS 
MENINGOCOCCI ATYPICAL PNEUMONIAS © E, COLI INFECTIONS ACUTE BRONCHITIS 
PROUEBPNIAS © E. COLI INFECTIONS * ACUTE BRONCHITIS * BRONCHIOLITIS * CERTAIN MIXED INFECTIONS 
ECTIONS * GONOCOCCI * MENINGOCOCCI « E, COLI INFECTIONS * ACUTE BRONCHITIS * BRONCHIOLITIS 


broader tolerance 
greater stability 
faster diffusion 


Lederle 


*Reg. U.S. Pat, Off. 


LEDERLE LABORATORIES DIVISION avencav Ganamid cowmmny Pearl River, New York 
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Cinnamon-flavored, 


ready-mixed form of the new antibiotic 


... Stable 18 months... administer any time 


It’s tasty. It’s stable. It’s Pediatric Mryrurocin 

Suspension—made especially for little patients. 
Rich in cinnamon flavor, Pedictric Exyrurocin has a sweet candy- 
like taste that children really like. 


And it works. Against common winter coceal 

Ae infections. Against pyoderma, erysipelas, and 

other infectious conditions. Especially advantageous against 

staphylococci— because of the high incidence of staphylococcal 

resistance to many other antibiotics and when the patient is aller- 
gically sensitive to other antibiotics. 


Gastrointestinal disturbances rare. Pedialric 
IRYTHROCIN is specific in action—less likely to 
alter normal intestinal flora than most other antibiotics. No seri- 


ous side effects reported. 


Pediatric Erxyrurocin comes in 2-fluidounce, pour-lip bottles. Vo 
mixing required. Can be administered before, after 


or with meals. Preseribe Pediatric 


pediatric 


DOSAGE 


One 5-cc. teaspoonful represents 
100 mg. of ERYTHROCIN 

25-Ib. child—'% teaspoonful 
50-Ib. child—1 teaspoonful 
100-Ib. child—2 teaspoonfuls 
Every 4 to 6 hours 


rythrocinm 


TRADE MARK 


stearate 


(Erythromycin Stearate, Abbott) 
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Meat... 


and Adequate Protein Nutrition 
of the Diabetic Patient 


Although formerly it was considered desirable in diabetes mellitus 
to hold protein intake only slightly above minimal requirements in order 
to minimize metabolic activity, present day treatment recognizes dis- 
tinct benefits resuiting from liberal ‘protein alimentation.' Generous al- 
lowances of protein heighten the patient’s sense of well-being, improve 
vigor, and augment the organism’s inherent protective forces. 


For the adult diabetic, desirable daily allowances of protein range 
from 1 to 1.5 grams per kilogram of body weight.' To assure adequate 
amounts of protein for growth and maintenance in diabetic children, 
allowances should range from 2 to 3 grams per kilogram. Following 
acute episodes during periods of inadequate insulin treatment, the con- 
comitant negative nitrogen balance calls for high protein feeding until 
lost nitrogen is restored.? Though caloric intake is restricted for correc- 
tion of overweight, protein allowances remain unchanged. 


Meat ranks high among the foods qualified to provide the desired 
amounts of protein in diabetic diets. In fact, meat—because its rich 
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2. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition. Prepared with Collab- 
oration of the Committee on Therapeutic Nutrition, Food and Nutrition Board, 
National Research Council, Publication 234, 1952, p. 56. 

3. Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, ed. 8, Philadelphia, 
W. B. Saunders Company, 1951, p. 634. 
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THE PREMARITAL EXAMINATION 
ELEANOR B. EASLEY, M.D. 
DURHAM 


My interest in the premarital examination 
is derived from the frustrations encountered 
in dealing with patients suffering from sex- 
ual maladjustment. It is well Known that 
women have greater trouble than men in 
achieving a satisfactory sex adjustment in 
marriage. AS a woman specializing in dis- 
eases of women, I have probably had more 
than my share of patients with such difficul- 
ties. Most of these women were convinced 
that they were suffering from some sort of 
“female trouble,” and that a doctor would 
surely be able to help them with it. From 
the first such encounter, I have felt at a 
disadvantage; and I think that during the 
first dozen or so interviews about this prob- 
lem I was more ill at ease than the patients. 
I simply didn’t know what to do and couldn’t 
measure up to what was expected of me. This 
subject had never been mentioned in medi- 
cal school and I had difficulty in finding any- 
thing satisfactory to read. I blundered along, 
evading the subject if possible and listening 
to my patient’s problems when I couldn’t es- 
cape. Being thus sensitized to the subject, 
I took every opportunity to learn what I 
could about it. 

My education is still in progress. Most of 
the help I have received has come from out- 
side the medical profession. At one time I 
was convinced that the whole problem be- 
longed outside the profession. But with every 
year bringing wider acceptance of the psy- 
chosomatic concept and more talk of dis- 
eases of adaptation, I have changed my mind. 
I believe that we must face sexual maladjust- 
ment in marriage as a problem in preventive 
medicine. By dealing effectively with this 
problem, we can do much to alleviate the 


Read before the Section on and Obstetrics, Medi- 
cal Society of the State of North Carolina, Pinehurst, May 12, 
1958. 


nervousness, weakness, headaches, fatigue, 
aad endless vague pelvic complaints of many 
of our women patients. The number of pa- 
tients who come to the doctor with marital 
maladjustment as their recognized chief com- 
plaint is trivial as compared to the number 
who come with physical symptoms to which 
such maladjustment is an important contrib- 
uting factor. 

Having accepted this problem, somewhat 
reluctantly, as a legitimate part of the prac- 
tice of medicine, I have, like other workers 
in the field, become increasingly aware of 
its many different facets. The futility of late 
marriage counseling is established; early 
marriage counseling is a little more helpful, 
and premarital counseling is even more ef- 
fective. Even the expert premarital counse- 
lor, however, finds it difficult to overcome 
unfavorable fixed personality patterns. Thus 
the problem goes back to the training of 
children, and that in turn depends upon the 
marital adjustments of the parents of those 
children—especially, as I see it, to the ad- 
justment of the mother, who is with them 
more than the father. There are several 
phases of this cycle where we physicians 
have the opportunity for effective construc- 
tive work. One of these opportunities is af- 
forded by the premarital medical examina- 
tion required by law in our state. 


Recent Studies Which Throw Light on the 
Problem of Sexual Maladjustment 

Within the past 20 to 30 years, the whole 
institution of marriage has been subjected 
to rather extensive study, mostly by workers 
outside the medical profession. Starting in 
the fields of sociology and psychology, a 
whole new division of study, known as fam- 
ily life education, has developed. By ques- 
tionnaires and interviews, the experiences of 
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hundreds of married couples have been in- 
vestigated and analyzed. Much of the pioneer 
work in this field was done at the University 
of North Carolina, and nationally known 
leaders in the field still work there. They 
teach classes on how to build successful mar- 
riages, These courses, which are popular and 
are highly valued by students, include not 
only such subjects as how to get along with 
in-laws and how to spend the family income, 
but also the problems of sex adjustment in 
marriage and sex education for children. 
These leaders in the field of family life ed- 
ucation have much information potentially 
valuable to us, if we are willing to overcome 
a little of our traditional reticence about lis- 
tening to outsiders. 

Their studies have established beyond 
question the importance of a good sexual ad- 
justment to the success and happiness of a 
marriage. Sex relations constitute one of 
seven areas of adjustment that make or 
break a marriage. Furthermore, the sexual 
adjustment is the one that requires long- 
est to make and is least often made success- 
fully. One study of 409 couples married for 
20 years showed that 37 per cent had never 
achieved a satisfactory sexual adjustment’. 
The three general causes of failure in this 
aspect of marriage are: 

1. Problems due to biologic or organic ab- 
normalities. These are clearly the doctor’s 
responsibility, but they are a minor part of 
the whole problem. 

2. Problems due to social conditioning. Un- 
favorable social conditioning about sex cre- 
ates the real problems—the time-consuming, 
troublesome problems. I wish that the doc- 
tor had no responsibility for dealing with 
them, but my belief is that we are unavoid- 
ably and closely involved, along with par- 
ents, teachers, and ministers. 

What do we mean by social conditioning 
about sex? We mean all the experiences per- 
taining to sex that an individual shares with 
others from the time of birth. This consists 
of what is said and what is not said, what 
is seen and what is not allowed to be seen, 
what other individuals do and how they be- 
have. The handling of the subject of sex in 
our culture has been dictated by the need 
for control, which has been accepted for 
countless generations. It isn’t practical for 
adolescents to start mating promiscuously 
and producing babies at the time of biologic 
maturity. To prevent their doing so, an in- 
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tricate system of suppression has been 
evolved. Questions about sex have been evad- 
ed by parents; early sexual expressions have 
been severely punished; sex teaching has 
been omitted or done badly by schools and 
churches. By innuendo and indirection, the 
feeling has been promulgated that every- 
thing to do with sex is vulgar or shameful 
or bad. 

This system has been highly effective in 
some respects. Through its influence, most 
girls are protected from illegitimate preg- 
nancy. But they grow up to feel that sexual 
intercourse before marriage is the worst of 
the seven deadly sins. After marriage about 
a third still feel so guilty about it they can- 
not make a good sexual adjustment. Boys 
are not subjected to such direct negative 
conditioning about sex as girls. The system 
harms them, for the most part indirectly, 
though seriously, through their mothers, 
wives, and daughters. 


The Role of the Physician in Preventing 
Sexual Maladjustment in Marriage 

From nearly all studies, the conclusion is 
inescapable that the negative sex condition- 
ing of the past has been overdone and badly 
done. To change it is a difficult job—a mat- 
ter of the blind leading the blind, because we 
have all been affected by it. The public as- 
sumes that doctors have escaped from much 
of this conditioning. Many other conven- 
tional attitudes are trained out of us in med- 
ical school. We are calm and unembarrassed 
about pelvic examinations and delivering ba- 
bies, for instance. One of the things that is 
most desired of us is advice about sexual ad- 
justment, but it must be given as though we 
considered the subject a proper, matter-of- 
fact topic for intelligent conversation. Our 
being able to adopt this attitude is, in itself, 
therapeutic. We have tremendous prestige in 
the eyes of most of our patients. They believe 
almost anything we tell them, and they pay 
attention subconsciously to our manner of 
speaking and behavior while speaking. If we 
talk and behave as though sex is an accept- 
able subject, they get rid of some of their 
feeling that it is not. This “social proper 
feeling” is about their greatest need when 
they come to us for premarital examinations. 
If, on the other hand, we show evidence of 
being afflicted still with unfavorable emo- 
tional patterns, if we stutter and blush, we do 
harm instead of good. Unfortunately, too 
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many physicians are still the victims of neg- 
ative sex conditioning and do not succeed 
in hiding their emotional reactions from 
their patients. 

Before telling you of my experiences with 
premarital examinations, I wish to empha- 
size that it is not my purpose to tell other 
physicians what to do. I know that part of 
the time I have done a bad job. My routine 
has evolved from year to year, and from 
patient to patient as a result of acquired 
experience. 

An important component of that exper- 
ience has been “consumer pressure.”’ When 
no one course of action is unmistakably the 
proper one, when there are alternative 
choices, it is a matter of principle with me 
to follow that course of action desired by the 
patient. Since this is my policy, I had no 
hesitation about taking advice from the fam- 
ily life educators and their students. They 
have a clear and definite idea of what the 
premarital medical examination should pro- 
vide, 

1. A complete physical examination, in- 
cluding always a pelvic examination for the 
bride and in some cases partial dilatation of 
the hymen. 

2. Attention to diseases or defects that 
might be hereditary. 

3. Blood tests; the Rh test has been added 
to the serologic tests for syphilis. 

4. A chance to ask questions about sex. 

5. Reliable contraceptive advice if desired ; 
a considerable group specifically favors the 
diaphragm and jelly method. (There is in- 
tense interest in the new work on oral con- 
traceptives. ) 

Graduates of courses in marriage, especi- 
ally those from Chapel Hill, have gone out 
over the state looking for premarital exam- 
inations something like those outlined in 
their classes. They have sent back to the 
University stories of having been brushed 
off in many instances with the required cer- 
tificate and serologic test. They have had so 
much trouble in finding doctors to give them 
the sort of examination they have been 
taught to expect that one of the family life 
educators has asked me to make up a list of 
doctors in North Carolina to whom they 
might refer their students. Unfortunately, 
the only list I could provide had to be com- 
posed by guesswork, and was not satisfac- 
tory. Such a list is still needed, and I would 
like very much to have the names and ad- 
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dresses of any doctors who are intereste 1 in 
this field. 


The Premarital Examination 

My present routine for premarital exam- 
inations on women is similar, but not identi- 
cal, to the one described. I have not been do- 
ing complete physical examinations although 
I recognize that they are desirable. I often 
send my patients to the health departments 
for roentgenograms of the chest. My routine 
consists of (1) a brief preliminary inter- 
view, (2) the pelvic examination, and (3) a 
final conference. Before the patient comes 
to me, the serologic test for syphilis, Rh 
test, urinalysis, blood pressure reading, and 
hemoglobin determination have been per- 
formed. 


Introductory interview 

The purpose of the introductory interview 
is to put the patient at ease and to obtain 
a medical history. I tell the patient that I 
assume her needs to be the standard ones— 
namely, an examination, contraceptive ad- 
vice, and answers to her questions about sex. 
I then explain that, since the details of man- 
agement depend upon the pelvic examina- 
tion, I will do it at once. I have learned from 
experience that it doesn’t pay to spend much 
time in this preliminary interview. On one 
or two occasions I have talked with a patient 
at length, only to find that she was already 
pregnant. 


Pelvic examination 

While I am doing the pelvic examination, 
I continue to talk, first telling the patient 
about natural hymenal variations, and in- 
forming her of the situation in her case. If 
the hymen is well dilated already, I make it 
a point to remark that sometimes the hy- 
men is naturally so soft that we can’t tell 
whether or not there has been sexual ex- 
perience, explaining that I don’t want to 
waste time on unnecessary or inappropriate 
advice. If the pelvic findings are normal, I 
tell the patient so at once. I minimize small 
abnormalities and try to give the patient the 
feeling that she is admirably suited to be 
married. If the vaginal outlet is large enough, 
I measure her for a diaphragm before con- 
cluding the examination, so that this will not 
have to be done later in case she wants one. 

It is my practice to discuss treatment of 
the hymen and contraceptive measures with 
the premarital patient following the exami- 
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Table 1 
Group A Group Group C 
No Sexually Sexually 
Follow-Up Adjusted Unadjusted Totals 
Diaphragm Diaphragm Diaphragm Diaphragm 
Hymen needed no treatment . 62 30 96 42 138 
Tight hymen, dilated before marriage ......... 14 16 10 10 27 28 55 
Very tight hymen, incised before marriage ................ 5 11 ee 2 13 14 27 
Totals .. . 81 64 47 28 Zz 136 99 235 


nation, Dilatation or incision of the hymen 
is recommended if appreciable dyspareunia 
seems likely to occur without it. This pro- 
cedure is never done without the consent of 
the husband-to-be. Usually such consent is 
not hard to obtain; the women are often more 
reluctant than the men to part with this 
guarantee of their virginity. Taking into con- 
sideration all the presently prevailing cir- 
cumstances, it is understandable that many 
men are happy for the doctor to take over 
part of the job of preparing the hymen for 
intercourse; the inexperienced are afraid of 
it, just as they are anxious about acquitting 
themselves well otherwise. 

The proponents of dilatation by the doc- 
tor believe that anything more than trivial 
dyspareunia is a very real handicap to ad- 
justment. They believe that an inexperienced 
or impetuous husband may do irreparable 
damage, and that there is no use in taking a 
chance. On the other hand some gynecolo- 
gists, including my partner, Dr. Podger, be- 
lieve that unless the difficulties are insur- 
mountable, dilatation is the husband’s job, 
and that it teaches him fundamental lessons 
in consideration for his wife. Dr. Podger 
feels that this training in consideration may 
be particularly important for the man who 
comes to marriage with previous, likely not 
optimal experience. This man’s feeling for 
his wife should be different from that which 
he had for casual temporary sex partners. 

I am content to let each couple decide. If 
the prospective husband is to do the dilata- 
tion, his instruction should include specific- 
ally the understanding that complete inter- 
course sometimes may not be accomplished 
for several days, or in some cases weeks, in 
spite of the great advantage he will have of 
sexual excitement. If the couple decides to 
have the hymen dilated in the office, it is 
usually done by our nurses. Incision, if 
needed, should be done far enough in ad- 
vance of the wedding to allow complete heal- 


ing to take place. During the healing process 
the daily use of a dilator or prosthesis by 
the nurse or the patient herself is absolutely 
necessary. Occasionally there is troublesome 
bleeding from an incised hyraen. The patient 
should be warned of this possibility in every 
case, so that she may return promptly for 
packing. 

Postponement of pregnancy, unless there 
is some specific reason for early conception, 
is recommended until a fairly satisfactory 
adjustment to sex relations and to the other 
aspects of marriage has been achieved. 

In table 1 I have summarized the data per- 
taining to the condition of the hymen and 
the use of the diaphragm in 235 cases, and 
have correlated these factors with the pa- 
tients’ subsequent sexual adjustment. These 
are my own cases from 11 vears of practice, 
and do not include those of my partners, Dr. 
Richard Pearse and Dr. Kenneth Podger, 
whose beliefs and practices differ somewhat 
from my own in these matters. I found rec- 
ords on 236 patients who had come for pre- 
marital interviews, but one patient had re- 
fused examination. 

These cases naturally fall into two groups 
with respect to the status of the hymen. In 
138 cases it was either readily dilatable or 
already dilated. A third of these patients 
have been followed. Among these, only one 
in ten had difficulty in adjusting to sexual 
relations. The incidence was the same in the 
group who used diaphragms as in the group 
who did not. 

In 97 cases, the hymen was judged to be a 
problem. It was dilated in 55 cases, incised 
in 27 cases, and not treated in 15 cases. There 
is follow-up information on 44 of these pa- 
tients. Of the 25 whose hymens were dilated, 
3 of 13 using diaphragms had trouble in sex- 
ual adjustment, while 2 of 12 not using dia- 
phragms had trouble. Of the 11 whose hy- 
mens were incised, 2 of 8 using diaphragms 
had trouble, while 3 not using diaphragms 
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had no trouble. Of those who chose to have 
no help with their tight hymens, 4 of 8 had 
trouble. 

While one may not draw conclusions from 
so few cases, these figures so far would seem 
to indicate (1) that the tight hymen consti- 
tutes an appreciable handicap, no matter 
what is done about it; and (2) that correc- 
tion of the tightness before marriage helps 
somewhat. 


The final conference 


My conduct of the conference that follows 
the pelvic examination depends to some ex- 
tent on the background of my listener or lis- 
teners, Some who do come for premarital in- 
terviews have had nearly optimal family 
training; there is improvement in this re- 
gard every year. Others are victims of se- 
vere negative conditioning. I still see an oc- 
casional girl who was not told about mens- 
truation by her mother. Usually I am talk- 
ing to one young woman, but during April, 
May, and June, I often talk to two or three 
young women together. Sometimes I talk to 
the young couple together. Until recently I 
had assumed that the young men couldn’t be 
dragged to see a woman doctor, but a few 
have come on their own initiative, and I in- 
tend to encourage this pattern in the future. 
In general, the following points are covered: 

1. The necessity for social control of hu- 
man reproduction, I explain how this has 
been implemented by negative sex condition- 
ing, especially of women, and how such con- 
ditioning handicaps sexual adjustment early 
in marriage. 

2. The handicap of inexperience. Some 
newlyweds believe that sexual behavior is 
all instinctive and there will be no problem. 
The disappointment which such couples suf- 
fer during the honeymoon gets their mar- 
riage off to a bad start. Some decide they 
have married the wrong partner and that all 
is lost. I explain that experience must be ac- 
quired in this area as in other fields of en- 
deavor, and that it is unreasonable to expect 
perfection at first. A useful analogy is the 
learning of a complicated dance. This anal- 
ogy helps the patient to understand the fu- 
tility of extensive reading or talking about 
technique without a chance to practice. The 
need for mutual consideration and coopera- 
tion is stressed. The bride is told of her hus- 
band’s need for knowing what pleases her. 

3. The hygiene of intercourse. This in- 
cludes bits of advice that no one else gives 
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prospective brides, such as the desirability 
of Kleenex on the bedside table, the use of 
a towel to protect the bed against embar- 
rassing stains, and the use of a perineal pad 
rather than a tampon with vaginal contra- 
ceptive jelly. I don’t know why I haven't dele- 
gated all of this subject to our capable 
nurses, who already instruct our patients in 
the use of diaphragm and douches. 

4. The problems incident to male and fe- 
male differences. I discuss here the teleology 
of mating drives, the biologic reasonableness 
of variations in the female libido at different 
stages of the menstrual cycle, and the effects 
of pregnancy and lactation, as contrasted 
with the tempo and lack of variability in 
sperm production—ip other words, the diffi- 
culties due to discrepancies between basic 
biology and the socio-economically imposed 
institution of marriage. Helpful illustrations 
of this point are mating patterns in animals 
and in other human societies, where men 
have many wives or consorts. 

There are other differences in the sexual 
responses of men and women which are only 
indirectly related to biology. Since sexual in- 
tercourse has long-range, full-time potential- 
ly incapacitating implications for the female, 
the satisfaction or lack of satisfaction of her 
other relations with her husband affects her 
feeling about it. I have had one patient, pre- 
viously well adjusted to marriage, who was 
completely unable to respond to her husband 
sexually after a family fight in which he 
sided with his mother against her. A woman 
needs to feel that the potential father of her 
children is dependable, competent, and will- 
ing to take care of her. Pleasant surround- 
ings, privacy, and a lack of fatigue are ap- 
parently more important to sex response in 
women than in men. Whereas, relatively 
speaking, men are ready any time and under 
almost any conditions for intercourse, wo- 
men are not ready unless they have been 
aroused. It is the husband’s job to arouse his 
wife before intercourse. Skill at this job may 
be acquired, and will compensate for many 
other defects. Until the bride has become ad- 
justed, it seems reasonable that her desires 
should take precendence. Her chances of 
reaching an orgasm are better if she is 
spontaneously receptive, not just compliant. 

I always try to end the interview with a 
note of reassurance, including a few words 
about the natural strength of sex drives. 
Often I half apologize for having talked so 
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much about the difficulties of human mating, 
implying that a well informed couple will 
have little trouble working out their prob- 
lems. 
Summary 

The problem of sexual maladjustment in 
marriage must be recognized as falling at 
least partially within the province of the 
physician, Counseling on sex questions at the 
time of the premarital examination can do 
much to prevent the emotional physical dis- 
abilities which arise from lack of a satisfac- 
tory sexual adjustment between marriage 
partners. The physician should always in- 
clude the pelvis in his examination, and ad- 
vice concerning contraceptive measures and 
treatment of the hymen should be based on 
the pelvic findings. In the patients I have 
followed over the past 11 years, there seems 
to be some relation between the tightness of 
the hymen and the subsequent adjustment to 


sexual relations. 
Discussion 

Dr. Ledyard De Camp (Charlotte): There is not 
much that I can add to this excellent paper. There 
are, however, one or two items that I would like to 
throw into the discussion. Many of us are reluctant 
to make appointments for premarital examinations, 
because they are so time-consuming, Unless we are 
willing to devote sufficient time to them, we might 
as well admit that we are not meeting the issue or 
giving adequate examinations, Blood tests and san- 
ity certificates are not the solution in most in- 
stances, 

In my own practice I try to make these appoint- 
ments the last of the day, in order to avoid keeping 
other patients waiting and to dismiss my own office 
force as soon as everything has been completed ex- 
cept the final conference between the doctor and 
the prospective bride and groom. 

Whenever possible, I persuade the prospective 
bridegroom to come too, because I feel that the 
young couple will not experience complete freedom 
in the discussion of sexual matters until they have 
hurdled the barrier of discussing them in the pres- 
ence of a third party. I want to stress the impor- 
tance of that part of the interview which is devoted 
to questions and answers. It is surprising how many 
questions come up once the ice has been broken. 

One final point I would like to make in regard to 
the matter of sex conditioning is the big lapse be- 
tween the age of 12 or thereabouts, when the young 
girl ceases to be the responsibility of the pedia- 
trician, and the age at which she consults a gyne- 
cologist—usually in her late teens or twenties. I do 
not know the solution to this problem, but I offer 
it for your thought and consideration. 


In tuberculosis a realistic acceptance of the ill- 
ness is a prime essential if medical treatment is to 
be effective. The patient must not only allow medi- 
cal procedures to be instituted, but must participate 
actively in the carrying out of the medical recom- 
mendations.—Minna Field, Patients Are People, Co- 
lumbia University Press, 1953. 
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TRAUMATIC INJURIES OF THE HEART 
T. C. Bost, M.D., F.A.C.S. 
CHARLOTTE 


Injuries to the heart fall into two main 
classes — penetrating and nonpenetrating. 
Nonpenetrating wounds are caused by blows 
over the cardiac area and by crushing 
wounds of the chest. This discussion, how- 
ever, will deal only with penetrating in- 
juries. These are usually caused (1) by an 
ice pick, knife, or some other sharp object; 
or (2) by gunshot. The first type of injury 
is the most common, less serious, and more 
amenable to surgery; the second, the more 
serious and destructive in nature. A bullet 
larger than a .22 is usvally so damaging and 
causes such rapid exsanguination that pa- 
tients rarely reach the hospital alive. 

Penetrating heart wounds were formally 
considered almost hopeless. Now, however, 
patients reaching the hospital alive, regard- 
less of the seriousness of their condition, 
should be considered as having a chance. The 
mortality appears to be about 20 to 40 per 
cent. 

The first operations for this type of in- 
jury were performed at the turn of the cen- 
tury — about 50 years ago. Coincidentally, 
this was about the time that surgery for 
arrested heart action, commonly known as 
heart message, was introduced. The treat- 
ment for the two conditions developed to- 
gether. 

The main effect of cardiac injury is due 
to tamponade, if the pericardium is relative- 
ly intact; but if there is a large pericardial 
opening, blood flows out into the plural cav- 
ity, resulting in exsanguination. 

Maynard and his co-workers''’ concluded 
from their experience that the basis for sur- 
vival in penetrating wounds of the heart is: 
(1) the development of acute pericardial 
tamponade; (2) the relief of tamponade be- 
fore its nocuous effects cause death; (3) the 
prevention of recurrence of tamponade. 

Tamponade is both lethal and lifesaving. 
There is little doubt that, up to a point, it 
does contribute to the reduction or cessation 
of hemorrhage from the cardiac wound, but 
beyond that point its continued action may 
prove fatal. 


i Read before the Section on Surgery, Medical Society of the 
State of North Carolina, Pinehurst, May 13, 1953. 
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Symptoms and Diagnosis 


These patients are generally in great dis- 
tress, with marked air hunger. In any case, 
the general symptoms of shock are out of all 
proportion to the amount of blood loss, and 
may cause the paitent to appear to be in 
extremis. 

Griswold and Maguire‘'*) mention Beck’s 
triad of acute cardiac compression — (1) 
falling arterial pressure, (2) rising venous 
pressure, and (3) a small, quiet heart. These 
signs, together with the physical findings of 
rapid, paradoxical pulse, low pulse pressure, 
distention of venous circulation, and distant, 
muffled heart sounds, speak of tamponade. 
Fluoroscopy in doubtful cases confirms the 
impression of reduced cardiac activity and 
may further demonstrate intrapericardial 
fluid. Roentgenography, on the other hand, 
is not necessarily helpful. It usually shows 
no abnormality of heart size inasmuch as 
only 100 to 200 cc. of blood will cause tam- 
ponade. 


In cardiac perforation, with a pericardial 
rent sufficiently large to keep the pericar- 
dium decompressed, there will be no tam- 
ponade but a massive hemathorax, which 
may cause displacement of the heart to the 
right side, as in one of my cases. 

More recently, electrocardiography has 
been a great help in verifying early the 
presence of injury to the heart and pericar- 
dium by showing changes indicative of peri- 
carditis, hemopericardium, or myocardial 
injury. 

Finally, the presence of a penetrating 
wound over the cardiac area should suggest 
the probability of a cardiac injury. 


Management 


There is some divergence of opinion re- 
garding the treatment of penetrating heart 
injuries, this difference, in the main, having 
to do with the extent or severity of the in- 
jury. Most surgeons are agreed that the 
most serious type of injury should be ex- 
plored, but many think that the less serious 
should be treated conservatively. The treat- 
ment of military cases in recent years, and 
to some extent those in civilian life, has been 
a bit more conservative. At any rate, most 
patients should be promptly supplied with 
oxygen, sedatives, and general supportative 
treatment. 

Bigger’*’ divided his cases into four 
groups and treated them accordingly. In the 
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first group are those in which free commun- 
ication between the pericardium and pleura 
exists, but with only slight or moderate hem- 
orrhage. These are treated conservatively. 
In group 2 fall the cases in which tamponade 
is present, but which improve following 
venoclysis, adrenalin, and other supportive 
measures. A cannula is placed in the pericar- 
dial cavity and blood withdrawn. If after 
15 or 20 minutes there is no evidence of fur- 
ther bleeding, conservative therapy is con- 
tinued. In the interim all preparations for 
operation are made. In group 3 are cases 
marked by greatly increased pericardial 
pressure with no satisfactory response to 
conservative therapy. These zall for explora- 
tion. Group 4 comprises those cases with free 
communication between pleura and pericar- 
dium, and with massive intrapleural hemor- 
rhage. Operation is performed immediately, 
and blood from the pericardial cavity is rein- 
fused. Bigger further pointed out that the 
chance of recovery without exploration is 
slight when the wound has penetrated the 
heart. 

Schiebel'*) apparently believes that all 
heart wounds should be explored, since a 
healed wound may cause rupture or aneu- 
rysm when no surgical repair is performed. 
He also stated that bleeding, when it occurs, 
is into the relatively inelastic pericardial sac, 
and the wound is frequently plugged by over- 
lying muscle. The intrapericardial pressure 
rises, and pressure on the chambers of the 
heart increases as bleeding continues. As 
pressure in the right auricle rises, cardiac 
intake and output are decreased, and cere- 
bral anemia is rapidly followed by death. 

In this connection, Hill has shown experi- 
mentally that a mere trickle of blood will 
keep the brain cells alive. This fact encour- 
ages bold action in desperate cases that 
otherwise might be lost. 

Nelson”) has stated that stab wounds of 
the heart should be explored. In certain 
cases the extent of injury is not immediately 
apparent, and death may occur before an op- 
eration can be performed. He further stated 
that patients who are brought out of shock 
and then relapse under conservative treat- 
ment are not likely to recover. Moreover, an 
exploratory operation has little risk at- 
tached. He added that the possibility of aneu- 
rysm and later pericardial adhesions can- 
not be ignored, and that aspiration of the 
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pericardial sac is attended by the risk of 
puncture of a coronary vessel. 

Blau'® reported a series of 27 penetrating 
wounds of the heart treated at the Detroit 
Receiving Station; 21 patients were operated 
on, with a mortality of 23.8 per cent. Of the 
6 remaining patients, 3 were observed and 
8 were aspirated. In the whole series of 
27 cases there were 6 deaths — 5 in the 
surgically treated group and 1 in the con- 
servatively treated group, with a total mor- 
tality of 22.2 per cent. Blau also referred 
to a case, reported by Vance, in which death 
occurred eight days after the injury, the 
wound edges being forced apart, with total 
tamponade resulting. He also referred to a 
statement by Long that the spontaneous clos- 
ure of the parietal pericardium may result: 
from a blood clot when the blood pressure is 
low, from a change in the relation of open- 
ings in the myocardium and pericardium as 
the hemopericardium increases, from a 
small puncture wound of the pericardium 
over a large heart wound, or when neither 
cavity is penetrated. 

Elkin’) reported 38 patients operated 
upon for heart wounds, of whom 22 recov- 
ered without sequelae. He believed that the 
operation should be carried out as soon as a 
heart wound is diagnosed. Three years later 
he reported a series of 23 cases with 18 re- 
coveries, While in his first series infection 
figured largely as a cause of death, this com- 
plication was not present in the latter series 
because of improved meticulous operative 
techniques. He concurred with Bigger and 
Blalock that when there is no immediate 
need to operate and aspiration results in con- 
tinued relief, conservative methods may be 
practiced. 

Blalock and Ravitch'*) quoted Felsenreich 
as saying that penetrating ventricular 
wounds should be treated surgically, while 
auricular wounds may be handled conserva- 
tively, since auricular bleeding is likely to 
cease. Other writers, however, have stated 
that, because of the lack of contractibility 
and elasticity, wounds of the auricles are 
more apt to be fatal. They wonder whether 
the ends results may not be better under a 
more conservative policy and believe that 
operation may be delayed if symptoms are 
due to tamponade rather than to continued 
bleeding. They qualify this with the state- 
ment that tamponade probably should not 
be allowed to continue for more than two 
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hours, and that if blood reaccumulates, peri- 
cardiotomy is indicated. 

In 1952 Maynard and his co-workers re- 
ported 81 cases which they had encountered 
during the past 25 years. They have been 
committed to surgery as the method of choice 
in the management of cardiac wounds. 

“We are convinced that the only certain way 
to eliminate tamponade and prevent its recur- 
rence is through pericardiotomy and primary 
cardiorrhaphy. This does not imply that we are 
opposed to aspiration as definitive therapy. It 
has been too convincingly demonstrated by Bla- 
lock, Ravitch, Elkin, Anderson‘®) and others‘) 
that in selected cases, under strict surgical sur- 
veillance, aspiration can be a valuable and ef- 
fective method of management. However, with 
an eye for the practical and the expedient in the 
administration of our large and* active emer- 

ency service, operative treatment has been pre- 
erred.” 

As an additional argument for surgery 
they state that in most of the patients 
operated on, they found the pericardial sac 
filled with blood clots which, of course, could 
not be aspirated. They pointed out that there 
was evidence to show that if the clots were 
not removed they might cause adhesive peri- 
carditis. 

Operative Technique 

Previous to 1948 the operative approach 
consisted of turning back a flap of ribs over 
the cardiac area or of actually removing 
segments of the third, fourth, and fifth ribs 
with their cartilages, creating a permanent 
defect of the osseous chest cage. This tech- 
nique was time-consuming, contributed to 
shock, and was disfiguring. 

More recently the approach to the heart 
has been simple thoracotomy, which is done 
by making an incision in the fourth or fifth 
intercostal spaces from the sternal edge to 
the midaxillary line and sectioning the upper 
and lower ribs through the cartilage close 
to the sternal border. A rib spreader, or a 
self-retaining abdominal retractor, which is 
always available, is used. This procedure 
gives ample exposure. The pericardium is 
widely incised, and the injury is repaired 
with silk on an atraumatic needle. The per- 
icardium is not closed but left wide open for 
drainage and to prevent a possible recurrent 
tamponade. 

Case Reports 
Case 1 

A 25 year old Negro man was admitted to Good 
Samaritan Hospital, in June, 1928, with a wound 
from a .22 bullet in the cardiac area incurred a 
short time before admission. He was in extreme 


shock. His breathing was labored, pulse rapid and 
weak, and blood pressure 60 systolic, 20 diastolic. 
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He had symptoms of tamponade, as the heart was 
searcely audible. There were no physical signs of 
fluid in the chest, and no rales could be heard. 

The patient was given 1,000 cc. of normal saline 
and prepared for an immediate operation. 

Thoracotomy disclosed several ounces of free blood 
in the chest and blood oozing through the wound in 
the pericardium, which was tense and distended. On 
incision of the percardium, a large quantity of blood 
and clots flowed out. There was a small ventral 
wound of the heart through which blood spurted 
with each heartbeat. The heart action was very 
rapid. The heart was grasped with the left hand and 
two sutures were inserted, completely controlling 
the bleeding. The pleura and chest were closed with- 
out drainage, and the patient left the operating room 
in fair condition. 


Supportive treatment was continued, although no 
blood was available. 


The patient at first made satisfactory progress. 
On the third day, however, he begain to manifest 
a septic temperature, and empyema gradually de- 
veloped. He was aspirated several times, and in 
about two weeks a drain was inserted, but without 
relief of the septic temperature. The patient died 
apparently of a general septic chest infection and 
pericarditis on the twenty-fourth day. 


Comment: Had we at that time (25 years 
ago) had the advantages of ample blood and 
antibotics the outcome might have been dif- 
ferent, as in this case the immediate res- 
ponse was good and death was finally due 
to sepsis. 


Case 2 

A 23 year old man was admitted to Mercy Hos- 
pital in April, 1930, because of a .32 pistol bullet 
wound over the cardiac area incurred a short time 
before admission. The accident had occurred close 
to the hospital, and the patient had been brought 
directly to the operating room. He was in profound 
shock and appeared to be near death. The pulse was 
very rapid and weak, and the blood pressure did not 
register. The heart beat could hardly be heard. 

The operating room was promptly set up, and Dr. 
Van Matthews, whose blood type was group four, 
immediately gave a pint of his blood for a transfu- 
sion. Another pint of blood was obtained from a 
group four patient who happened to be in the hospi- 
tal. The operation was begun by turning back a flap 
of ribs over the cardiac area. There were 3 or 4 
ounces of free blood in the left plural cavity, and 
there was a flow of blood from the bullet wound 
in the pericardium, which was tense and distended. 
On incision of the pericardium a large quantity of 
free blood and clots flowed out, and blood spurted 
at each heart beat, apparently from an opening in 
the left ventral. This perforation was sutured with- 
out difficulty. There was another perforation, ap- 
moto A larger, high up on the posterior of the 
eart that was very difficult to expose and suture. 
The patient died of loss of blood while this perfora- 
tion was being closed. 


Comment: Had we had ample blood, or 
had we recovered the blood lost for auto- 
transfusion, the patient might have been 
saved. Or had we had a material like Gel- 
foam and packed the posterior wound with- 
out attempting to suture it, we might have 
arrested the bleeding. 
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Case 3 

A 14 year old boy was admitted to Mercy Hos- 
pital, November, 1951, with a history of a knife 
wound over the cardiac area in the left fourth 
interspace. 

The patient was in profound shock. His breath- 
ing was labored, he had a rapid, weak pulse, and 
a blood pressure of 65 systolic, 20 diastolic. There 
was a small wound just left of the sternum in the 
fourth interspace. There was no evidence of tam- 
ponade but rapid heart sounds which were clear, 
and the apex beat was plainly seen and palpated 
to the right of the sternum. Physical signs of fluid 
in the chest were confirmed by a portable chest 
film. The patient was receiving plasma, glucose, 
and saline, and his blood had been grouped for 
transfusions when first seen. 

The hag room was set up for prompt opera- 
tion. While blood was being given by transfusion, 
an incision was made in the fourth interspace be- 
ginning close to the sternum and extending to the 
midaxillary line. The rib cartilages above and be- 
low the incision were severed and a rib spreader 
was inserted. A large quantity of free blood and 
clots flowed out. There was no tamponade, as there 
was an incised wound about an inch in length in 
the pericardium through which blood was flowing. 
The pericardium was opened widely, revealing a 
very small wound, apparently in the left ventral, 
through which blood was spurting. Two sutures ar- 
rested the bleeding and the pericardium was closed 
and the chest was closed without drainage. 

An electrocardiogram made 10 days after the 
operation showed an upright T in lead 1 and T- 
wave inversion in leads II, III, and IV. The ST 
segments were isoelectric. 

These changes are consistent with those seen in 
the late phase of pericarditis. In the early phase 
there is elevation of the ST segments with no T 
wave changes. 

This boy made a prompt and uneventful recovery 
and was dismissed | a the hospital in two weeks. 
He has since engaged in athletics and other activ- 
ities, and is apparently normal. 


Conclusions 

No definite conclusions can be drawn from 
a limited number of cases. However, consid- 
eration of these cases, together with a re- 
view of the literature, shows certain estab- 
lished tendencies. 

In recent years the electrocardiogram has 
been a great help in verifying early the pres- 
ence of an injury to the heart and pericar- 
dium by changes indicative of pericarditis, 
hemopericardium, or myocardial injury. 

More recently there appears to be a slight 
trend toward conservatism in the treatment 
of penetrating heart injuries. This appears 
definitely to be the tendency in military 
service. 

In the main, the trend has been to treat 
the less urgent cases symptomatically, in- 
cluding aspiration for tamponade. In the 
serious or more urgent cases general opin- 
ion favors prompt exploration, preceded by 
symptomatic treatment, including aspiration 
to decompress tamponade, if present, im- 
mediately before surgery. 
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Thoracotomy through an intercostal in- 
cision and pericardiotomy carries compara- 
tively little risk. Primary cardiorrhaphy is 
a sound, effective procedure, with a high re- 
covery rate and less likelihood of adhesive 


pericarditis, 
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UNUSUAL UROLOGIC CASES OF 
INTEREST TO GENERAL 
SURGEONS 


G. AUBREY HAWES, M.D. 
CHARLOTTE 


The differential diagnoses of abdominal 
pain and of abdominal masses is of interest 
to every medical practitioner. Urinary tract 
pain is transmitted by the nerves from both 
the cerebrospinal and the autonomic sys- 
tems, as high as the sixth dorsal nerve, ex- 
tending down through the sacral nerves, 
and from the plexuses in this region. It is 
estimated that in more than 50 per cent of 
the cases, the pain is evidenced some dis- 
tance from the actual location of the disease 
process, presenting at times striking ex- 
amples of referred pain. Usually, however, 
the painful area coincides with the distribu- 
tion of the sensory nerve fibers in the peri- 
pheral nerves or corresponding segments of 
the cord. We must realize, however, that 
many of the nerve fibers supply one or more 
adjacent structures, which explains the in- 


Read before the Section on Surgery, Medical Society of the 
State of North Carolina, Pinehurst, May 12, 1953. : 
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definite and variable character of pain fre- 
quently produced by diseases of the urinary 
tract. Higgins, of the Cleveland Clinic, sev- 
eral years ago reported 300 cases of ureteral 
calculi in over 10 per cent of which the chief 
complaint was referable to the gastrointes- 
tinal tract. Cecil Hawes, in 1948, reported 
a series of 54 patients who were found to 
have hydronephrosis with ureteropelvic ob- 
struction. The chief complaint of one third, 
or 33 per cent, of these patients was gastro- 
intestinal in nature, with negative urinalysis. 

Renal pain is usually manifested either 
as a dull continuous ache or a sharp colicky 
pain in the costovertebral angle, with radi- 
ation along the course of the ureter to the 
testicle or labia. Pain which is localized in 
the costovertebrai angle without radiation is 
highly suggestive of perirenal lesions. 

The following cases are illustrative of 
urologic problems which would have been 
puzzling to the surgeon from a diagnostic 
standpoint. 


Case 1 


An8 es? old boy was first seen by a pediatrician 
in March, 1951, who, on routine examination, noted 
a mass in the left middle portion of the abdomen. 
The mass was approximately the size of an orange, 
and was smooth in outline, nonmovable, and non- 
tender. A barium enema and gastrointestinal series 
showed no intestinal pathologic process. An intra- 
venous pyelogram demonstrated no evidence of a 
kidney on the right side and on the left a bizarre 
shaped pelvis in the mid-abdomen. The patient was 
referred for investigation. Cystoscopy with retro- 
grade pyelograms demonstrated no ureteral orifice 
on the right side. The left pyelogram showed the 
kidney to be located in the left middle portion of 
the abdomen, with moderate hydronephrosis and a 
tortuous upper left ureter evidencing moderate 
ureterectasis, 

A diagnosis of congenital unilateral ectopic kid- 
ney on the left was made. The possibility of a 
ptosed left kidney, with kinking and obstruction of 
the upper ureter, could not be ruled out, however, 
except by exploration or arterial aortography. An 
aortogram demonstrated the left ectopic kidney to 
be supplied by some six or seven ramifying small 
arteries, with no evidence of a single arterial sup- 
ply as is ordinarily seen. The final diagnosis was 
established as a congenital unilateral ectopic left 
kidney. 


Case 2 


A 35 year old married woman was first seen in 
September, 1950, because of chills and fever thought 
to be associated with pregnancy of three months. 
She had been examined by two physicians who made 
a diagnosis of probable pregnancy. Her general 
physical examination was negative except for a 
mass approximately the size of a large orange in 
the left side of the pelvis, This mass was non- 
movable, but somewhat tender to palpation, Urin- 
alysis revealed numerous white blood cells. Retro- 
grade pyelograms demonstrated an ectopic left kid- 
ney with a renal pelvis holding 40 cc. of infected 
urine. Chemotherapy was instituted and the pa- 
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Fig. 1 (Case 1). A retrograde pyelogram showing Fig. 2 (Case 1). An aortogram of an 8 year old 
a palpable mass in the left mid-abdomen of an 8 boy with a mass in left mid-abdomen, beautifully 
year old boy. There is a grade II hydronephrosis of | demonstrating six arterial branches to the left kid- 
the pelvis, with tortuosity and dilatation of the ney, thereby proving the diagnosis of an ectopic 
upper left ureter. left kidney rather than a ptosed kidney. 


Fig. 3 (Case 2). A 35 year old woman with a Fig. 4 (Case 3). Pyelogram showing a large 
pelvic mass, at first thought to be a gravid uterus, smooth mass in the right upper quadrant of the 
which on urologic investigation proved to be an ec- abdomen. After removal of the mass, a diagnosis 
topic hydronephrotic left kidney. of perirenal hygroma was made. 
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Fig. 5. (Case 4). A flat plate showing calcific 
shadows strongly suggestive of a right ureteral 
calculus and a left renal calculus. 


tient’s infection subsided. Since this ectopic kidney 
had excellent function, it was decided to follow the 
patient, conservatively. During the past two years 
she has had one recurrence of the infection. 


This case—an ectopic left kidney mistaken 
for a pregnancy—is of interest to the gen- 
eral surgeon as well as the gynecologist. 


Case 3 


A 41 year old man was seen in March, 1952, be- 
cause of a smooth, large, nontender mass occupying 
the entire right upper portion of the abdomen, which 
had been first noted approximately two months pre- 
viously. On questioning he gave a history of being 
struck in the upper abdomen by a baseball two years 
before. During the past two months he had had 
moderate nausea and anorexia, but had continued 
to work. No history of jaundice, renal colic, chills, 
or fever could be obtained. Physical examination 
was not remarkable except for a smooth, firm, non- 
tender mass occupying the entire right upper por- 
tion of the abdomen. An intravenous pyelogram 
showed a non-functioning right kidney, with a nor- 
mal left upper urinary tract. Cystoscopy demon- 
strated an impassable obstruction 10 cm. up the 
right ureter, and no contrast dye could be injected 
into the upper right ureter or pelvis. A tentative 
diagnosis of right perinephric abscess or hydro- 
nephrotic right kidney was made and exploration 
advised. 

This patient was admitted because of an im- 
passable obstruction in the right mid-ureter and 
a large smooth mass in the right upper quadrant. 
On March 21, 1952, an incision over the right kid- 
ney was made down to a large cystic mass. Approxi- 
mately 1 liter of straw colored fluid, thought to be 
urine, was evacuated from what was taken to be 
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Fig. 6 (Case 4). An intravenous pyelogram dem- 
onstrating a calculus in the left renal pelvis with 
hydronephrosis. The calculus on the right lies out- 
side the urinary tract, and a subsequent cholecysto- 
gram demonstrated this shadow to be a gallstone. 


the renal pelvis. A right nephrectomy was _per- 
formed with moderate difficulty because of the 
rather marked adherence of the dilated pelvis to the 
surrounding structures. The diagnosis at the oper- 
ating table was a giant hydronephrosis. 

Pathologic examination demonstrated that this 
large sac incorporated a slightly dilated pelvis, and 
actually consisted of Gerota’s capsule (false capsule 
of the semper: 5 There was no communication be- 
tween the pelvis and this sac. 

Apparently a perirenal hematoma had 
developed after this patient’s injury, with 
subsequent organization of the clot followed 
by liquefaction, thereby producing a peri- 
renal hygroma. This entity is not a common 
one. The majority of renal injuries are either 
contusions, which respond to conservative 
treatment, or ruptures of varying extent, 
necessitating surgery for drainage, repair, 
or nephrectomy. 

This unusual case is presented in order to 
remind us of complications of renal injuries 
in the differential diagnosis of masses of the 
upper lateral quadrants of the abdomen. 


Case 4 


A 72 year old man was admitted to the Presby- 
terian Hospital on December 2, 1952, complaining 
of recurrent severe pain in the left upper quadrant 
of two weeks’ duration. On questioning he gave a 
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history of similar attacks on the right side, the last 
attack occurring three months previously. The at- 
tacks on both sides were almost identical in type— 
colicky, severe, and associated with nausea, but no 
vomiting. The history further disclosed that he had 
passed several small calculi from his right kidney 
when he was a young man. 

Physical examination was essentially negative ex- 
cept for arteriosclerotic heart disease. On intra- 
venous pyelography the flat plate demonstrated a 
calculus 1% cm. in diameter in the region of the 
left renal pelvis and a large calculus approximately 
1 by 3 cm. in the region of the right renal pelvis. 
The pyelograms beautifully demonstrated the left 
calculus in a large hydronephrotic left kidney, but 
the calculus in the right abdomen was outside the 
urinary tract. Further investigation by cholecysto- 
graphy showed this calculus to be a gallstone. 


This case is presented to demonstrate a 


calculus in the gallbladder which could have 
easily been mistaken for a renal calculus. 


Summary 
1. This paper is presented to emphasize 
the urinary tract in the differential diagno- 
sis of abdominal masses and abdominal pain. 
2. Three comparatively rare urologic cases 
are presented. 


SOME AFFECTIONS OF THE URETHRA 


JOHN S. RHODES, M.D. 
and 
ToM B. DANIEL, M.D. 
RALEIGH 


The urethra should hold a special interest 
for the urologist, since it is, by necessity, 
the first organ which he must encounter 
in his investigation of the urinary tract. Yet, 
strangely enough, it is perhaps the most neg- 
lected of all urinary organs — too often 
passed over by urologists as well as general 
practitioners in their search for such ab- 
normalities as bladder and kidney tumors, 
crossed renal ectopias, and pheochromocyto- 
mas. It is significant that during the past 11 
years, or 22 volumes of the Journal of Urol- 
ogy, less than a dozen article on the female 
urethra have appeared"), 

This presentation will attempt to focus the 
attention of the man in general medicine 
upon the urethra as a source of a number 
of ills, greatly varied in their outward man- 
ifestations. 

As a specialist, I would be the first to ad- 
mit the danger of believing it possible to 
relieve everything from backache to head- 
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ache by prostatic massage and urethral dili- 
tation. A fellow urologist has said with ref- 
erence to the “female urethral syndrome,” 
“Any pain within 2 feet of the female ure- 
thra which does not seem to be adequately 
accounted for by some definite pathology, 
should be suspected of being due to the ure- 
thra.’’*) This, it must be admitted, is an ex- 
treme statement, but it will hold its own 
against the concept of the exploratory or 
diagnostic laparotomy for the attempted re- 
lief of symptoms which the patient may 
sometimes smugly, sometimes hopefully, 
sometimes actually pridefully, but most often 
sadly refer to as “female trouble.” 

So important is the problem of the female 
urethral syndrome in comparison with other 
affections of the urethra that we would like 
to spend most of our time on it and to pass 
over the male counterpart by only mention- 
ing that the male very rarely exhibits either 
the degree or the type of difficulty seen in 
the female. The much longer male urethra 
is better protected from outside infection, 
and one rarely encounters the counterpart 
of the female’s typical acute hemorrhagic 
cysto-urethritis. Apart from prostatitis the 
male is particularly blessed with freedom 
from urethral symptoms. 

With all the other entirely adequate ac- 
coutrements of the female, it is somewhat 
incongruous that her urethra must needs be 
a somewhat inadequate organ, undistin- 
guished in its origin, unfortunate in its loca- 
tion, traumatized by childbirth, and con- 
stantly bathed by its neighboring vaginal 
secretions. Its short length provides no op- 
portunity for delaying actions against in- 
fections, such as may occur in the male ure- 
thra. Resulting from these deficiencies are 
protean and multitudinous symptoms which, 
when we hear of them in our offices, make 
us tend to classify the patient as just another 
complaining female. For that complacency 
we would like to substitute a more sympa- 
thetic and rational course of action. 


The Urethral Syndrome 


In a large series of over 600 patients'*) the 
following symptoms—listed in order of their 
frequency—were encountered as part of the 
urethral syndrome: bladder discomfort in 
96 per cent, and referred pain in 60 per cent, 
followed in order by less frequent symptoms 
of a feeling of inability to empty the blad- 
der, gross hematuria, partial incontinence, 
chills and fever, urinary retention, strain- 
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ing to void, low grade fever, and dys- 
pareunia. 

Bladder discomfort may vary in all de- 
grees from a vague feeling of something be- 
ing not quite right with the usually satisfy- 
ing act of urination to an excruciatingly to- 
tal consciousness of the bladder. Such epi- 
sodes of “cystitis,” or “gravel” or “nervous 
bladder” may have recurred at intervals over 
a period of years. 

In 60 per cent of the cases of urethral 
syndrome there is referred pain. We believe 
this to be an often poorly appreciated fact 
and one which may in many instances pro- 
vide a solution to such symptoms as dull 
suprapubic pain, pain in the groin, down the 
legs, in the low back region over the lumbo- 
sacral and sacroiliac regions, and what 
many women may interpret as “ovarian 
pain.” The urethra must be considered there- 
fore, in the differential diagnosis of pelvic 
pain or any unexplained pain apparently re- 
lated to the musculo-skeletal system in that 
general area. Let me repeat: “Any pain with- 
in 2 feet of the female urethra which does 
not seem to be adequately accounted for by 
some definite pathology should be suspected 
of being due to the urethra.” Unilateral re- 
ferred pain from the urethra can and does 
exist, and may provide the most treacherous 
pitfall, leading to incorrect diagnoses of in- 
testinal and appendiceal, ureteral and renal, 
or gynecologic conditions. Although this con- 
cept is not a “cure-all,” we believe that many 
afflictions, particularly those vaguely sus- 
pected of being gynecologic in nature, will 
respond to sympathetic attention to the ure- 
thra. Palpation in the roof of the vagina 
against a sound in the urethra will often 
simulate the vague discomfort which many 
women have come to associate with uterine 
displacement or ovarian disease, 


Diagnosis and Treatment 


Many cases of the female urethral syn- 
drome will respond well to office procedure 
alone. The general practitioner may, without 
the aid of a urologist, be able to reach a 
working diagnosis and to formulate a ra- 
tional course of action, in order that he may 
decide which patients he should refer for 
investigative studies not at his command and 
which cases he may successfully treat. The 
latter group will far outnumber the former. 

Without recourse to cystoscopy, one may 
determine a great deal about such patients. 
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No one appreciates the value of this pro- 
cedure more than does the urologist, but in 
the large majority of cases it reveals nothing 
which could cause any alteration in treat- 
ment. It is chiefly valuable in ruling out 
more serious disease of the bladder. Having 
obtained a good history, paying careful at- 
tention to the symptoms given previously, 
and having made a thorough general exami- 
nation including the pelvis, the physician 
may proceed as follows: The urethral meatus 
is carefully inspected, paying particular at- 
tention to caruncle and Skene’s glands. The 
urethra should then be carefully calibrated, 
using bulb dilators preferably, although or- 
dinary male or female sounds will suffice. 
The former will determine not only the de- 
gree but the location of stenosis, when pres- 
ent. Distinction between meata! stricture, 
urethral stricture and urethra] stenosis 
should be made. With the sound in the ure- 
thra, the degree and type of discomfort can 
be noted, and the type will often simulate 
that which the patient has previously de- 
scribed. By palpating the sound vaginally, 
any simulation of referred pain may be not- 
ed. Catheterization with a sterile catheter 
may then be done, after cleansing the vulva. 

At this point let me interject a plea for 
the catheterized specimen. As a urologist, I 
consider the voided specimen worthless for 
microscopic or Gram stain examination. Vul- 
val contamination in all women makes a 
catheterized specimen necessary for an ac- 
curate urinalysis, Contamination of the blad- 
der may be avoided by cleansing the vulva, 
by using a sterile catheter, and by leaving an 
antiseptic solution in the bladder, either 5 
per cent Argyrol or KMnO, 1:8000. This lat- 
ter solution may be used to irrigate the blad- 
der and to test its capacity. The volume ob- 
tained will provide valuable information as 
to maximum capacity and will aid in diag- 
nosing reduced capacity. 

A specimen of the catheterized urine may 
be used either for culture, or, if no labora- 
tory facilities are available, for Gram stain 
examination. One need not be too concerned 
about the exact bacteriologic diagnosis, ex- 
cept in refractory cases. In 95 per cent of 
cases, the infecting organisms will be pre- 
dominantly Gram negative and the drug of 
choice will be one of the sulfonamides. Gan- 
trisin and Elkosin have given equally good 
results in our experience. We believe that for 
lower urinary tract infections a modest dos- 
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age of 0.5 Gm. four times daily will be as 
effective as larger doses. Only if this fails, 
do we feel justified in subjecting the patient 
to the expense and the danger of secondary 
reactions of the newer antibiotics such as 
Aureomycin, Terramycin, Erythromycin, or 
Furadantin. We use penicillin as an adjunct 
only. Given only one choice, a sulfa drug, 
if tolerated, is to be preferred. 

Calibration of the urethra often discloses 
the presence of a small stenotic urethral 
meatus. This diagnosis should be made ar- 
bitrarily whenever the urethra will not eas- 
ily accommodate a 20 Fr. sound. This condi- 
tion will often be encountered in those cases 
in which no appreciable degree of infection 
is present in the catheterized specimen and 
in which the predominating symptoms are 
frequency, urgency, incontinence not related 
to stress, small capacity, and a vague sensa- 
tion that the bladder is never completely 
emptied. 

Such cases often respond dramatically to 
urethral meatotomy, which can easily be 
done in the office under local 1 per cent Nov- 
ocain anesthesia. A small sound is passed 
into the urethra, and the tissues immedi- 
ately beneath the urethral meatus are infil- 
trated with Novocain, injecting a no. 26 
needle in toward and to either side of the 
sound posteriorly. After anesthesia is ob- 
tained, a small incision is made with a sharp 
pointed knife down to the sound, incising 
about 1 cm. of the meatus posteriorly. The 
cut edges are held apart by about three su- 
tures of 00 plain cat gut so that the enlarge- 
ment will remain during healing. These su- 
tures will control any slight hemorrhage and 
will be absorbed. The sphincter muscle is, of 
course, not interfered with by this incision. 
We have observed cases of long duration 
clear dramatically with no other treatment 
than this. Two subsequent dilatations com- 
plete the follow-up treatment. An adequate 
adult female urethra should accomodate at 
least a 28 Fr. sound. Dilatating a tight 
urethra without doing a meatotomy will not 
give nearly such good results, since the very 
elastic tissues will only return to their origi- 
nal small calibre, and the pain will discour- 
age the patient and drive her elsewhere for 
treatment. Such dilatations should not be 
done in the presence of active acute infection. 

Dilatations, urethral meatotomy and blad- 


der irrigations with mild silver protein solu- 
tions, 5 per cent Argyrol, used in conjunction 
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with silver nitrate in concentrations rang- 
ing from 1:5000 to 14 per cent, together with 
an oral bladder sedative will often prove suf- 
ficient in many cases of the female urethral 
syndrome. The important thing in such cases 
is prompt treatment of the patient in the 
physician’s own office, without referral to 
a urologist, and, more important still, with- 
out recourse to an exploratory laparotomy. 
Failure of these measures to provide the de- 
sired result should then indicate the need for 
urologic consultation and cystoscopy. The 
relatively small percentage of cases requir- 
ing more definitive treatment will demon- 
strate such conditions as urethral granula- 
tion, urethral polyps, and contracture of the 
bladder neck, which can be treated only by 
cystoscopic means. We feel that any case of 
recurrent gross infection calls for cysto- 
scopy and pyelography. Also, any case of 
hematuria, except possibly that clearly as- 
sociated with an initial attack of acute cysto- 
urethritis, requires immediate cystoscopy in 
order to rule out neoplasm or other serious 
disease. 
Summary 

The majority of cases of urethral syn- 
drome, often suggestive of bowel or of gyne- 
cologic disease in their referred pain mani- 
festations, will respond to a well planned 
therapeutic regimen which the general prac- 
titioner can institute and carry out in his 
office. 
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Discussion 


Dr. Walter Daniel (Charlotte): I’d like to thank 
Dr. Daniels for his presentation of a very neglected 
subject. Half of the women I have examined had 
urethral disorders. Too many of them have had ap- 
pendectomies, uterine suspensions, pelvic repairs, 
and other types of operations, before it is ever dis- 
covered that the pain is actually coming from the 
urethra. Some are treated for stones. 

I should think that any practicing physician would 
do well to have a set of female urethra dilators and 
a small bottle of silver nitrate solution in his office. 
The dividends would be great in terms of apprecia- 
tive and satisfied patients. 

I would like to re-emphasize two points Dr, Dan- 
iels made. One is that women shouldn’t be treated 
for urinary tract infection without the analysis of 
a catheterized specimen. That matter frequently be- 
comes an embarrassing problem for me. I have had 
women come in to my office and report the presence 
of pus in the urine for 10 years, saying that they 
have taken all the medicine known, without benefit. 
I then analyze a catheterized specimen and find it 
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to be normal. What can I say under these circum- 
stances? If I say there’s no pus there, the patient 
feels that somebody has made a mistake. 

I'd like also to re-emphasize the fact that small 
doses of sulfanomides will usually suffice for ure- 
thral infections. If I were given a choice of just one 
drug, I would take one of the sulfanomides rather 
than penicillin, Terramycin, Aureomycin, or any of 
the other antibiotics, I think it has a wider range, 
is well tolerated in small doses, and, certainly in 
small doses, is less likely to cause sensitivity reac- 
tions. 


DIABETES MELLITUS COMPLICATED 
BY PREGNANCY 


A Preliminary Report 
LEONARD PALUMBO, M.D. 
CHAPEL HILL 


The relative infrequency of the problem 
of diabetes mellitus complicated by preg- 
nancy, estimated to occur once in every 1,000 
deliveries, in no way reflects the controversy 
which exists among internists as well as 
obstetricians with respect to the proper man- 
agement of these patients. This subject has 
been belabored in the obstetric journals for 
the past six to seven years, and, although a 
great many of the larger obstetrical services 
have reported their methods of management 
and results, two facets of the problem are 
still bitterly debated: (1) the efficacy of hor- 
mone therapy, and (2) the question of the 
proper time and method of delivery of these 
patients. In this presentation the emphasis 
will be primarily on the obstetric complica- 
tions, management, and end results. 


Material 

The following study, initiated and com- 
pleted while I was on the staff of the De- 
partment of Obstetrics and Gynecology at 
Duke University School of Medicine, covers 
a period of 10 years and a total of 13,891 de- 
liveries. During that time 62 pregnancies oc- 
curred in 47 diabetic patients, giving an in- 
cidence of 1 case of diabetes in every 225 
deliveries. In 13, or 27.7 per cent, of these 
patients, the diagnosis of diabetes mellitus 
was first made during one of these pregnan- 
cies. Four patients did not return to the 
clinic for delivery, leaving a total of 58 dia- 
betic pregnancies to be evaluated. 
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There were 4 spontaneous abortions, oc- 
curring at two and a half, three, five, and 
five and a half months respectively, for an 
incidence of only 7 per cent. One of these 4 
patients received hormone therapy. Three 
pregnancies were terminated by therapeutic 
abortion. The first patient was a 44 year 
cld obese hypertensive woman, who had pre- 
viously had five children and one abortion. 
Her last pregnancy had terminated in a mod- 
erately difficult labor and the delivery of a 
living infant weighing 5,000 Gm. The pres- 
ent pregnancy was terminated by dilatation 
and curettage, and the patient was later 
sterilized with x-ray. The second patient 
was a 30 year old juvenile diabetic who had 
had two children and one abortion previous- 
ly. She had had diabetes for 17 years and 
showed clinical evidence of renal insuffici- 
ency. The pregnancy was interrupted by ab- 
dominal hysterectomy. The last patient was 
a 17 year old juvenile diabetic, with diabetes 
of eight years’ duration. This was her first 
pregnancy. She was mentally deficient and 
had been receiving her daily dose of in- 
sulin at the clinic emergency room for many 
years. Prior to pregnancy sterilization had 
been authorized by the state. Control of the 
diabetes, even during hospitalization, was 
impossible. The pregnancy was terminated 
by deep roentgen therapy. One unruptured 
tubal pregnancy was removed by vaginal 
salpingectomy. 

Using 28 weeks as the criterion for viabil- 
ity, 50 pregnancies may be evaluated. Thirty- 
seven of the fetuses survived labor, delivery 
and neonatal period, for an uncorrected fetal 
salvage of 74 per cent. 


Obstetric Complications 


In the entire group of 58 pregnancies there 
were no maternal deaths. By far the most 
common complication was toxemia of preg- 
nancy, which was seen in 52 per cent of the 
patients, There was 1 case of eclampsia in 
this group, and 2 cases of chronic vascular 
disease without superimposed acute toxemia, 
but pre-eclampsia developing in previously 
normotensive or mildly hypertensive pa- 
tients was the most common finding. Four- 
teen, or approximately 1 of every 4 patients, 
manifested polyhydramnios, One of these pa- 
tients had a total of 8,000 cc. of amniotic 
fluid removed by transabdominal amniocen- 
tesis prior to labor and delivery. 


Uterine inertia occurred 4 times. One of 
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Table 1 
Obstetric Complications in 50 Viable Pregnancies 
No. Cases 
(52%) 
(28%) 
(8%) 
(8%) 
(6%) 
(4%) 
(4%) 
(4%) 
(2%) 
(2%) 
(6%) 


Polyhydramnios ... 
Uterine inertia . 
Bleeding (third trimester) 

Cardiac failure 
Prematurity 
Congenital anomalies . 
Breech presentation 
Calcified pelvic vessels 
Caesarean section . 


these patients had a severe Bacillus welchii 
intrauterine infection, and labor was finally 
terminated by caesarean section. Four preg- 
nancies were complicated by uterine bleeding 
in the third trimester. Three patients were 
admitted to the hospital in acidosis, all of 
whom gave birth to stillborn infants. 

Two patients had cardiac failure compli- 
cating toxemia, in both of whom the in- 
fants died. Only 2 infants were born prema- 
turely, weighing 2,000 and 1,910 Gm. respec- 
tively. The 2,000 Gm. infant died 9 hours 
after delivery. Congenital anomalies were 
found in 2 of the 8 autopsies which were per- 
formed. Both infants had died prior to the 
onset of labor. No anomalies were found in 
any of the infants which survived, giving a 
total incidence of 4 per cent. This rate, while 
higher than normal, is probably not statis- 
tically significant. The incidence of breech 
presentation, much to our surprise, was low- 
er than the expected incidence in normal ob- 
stetric patients. One patient demonstrated 
calcification of the pelvic vessels on roentgen 
investigation of the pelvis. Three pregnan- 
cies were terminated by caesarean section. 
Seventeen of the patients in this group of 
50 viable pregnancies received stilbestrol 
therapy. 

Fetal Deaths 

An analysis of the 13 fetal deaths reveals 
4 neonatal and 9 intrauterine deaths. The 
neonatal deaths occurred after 4, 9, 12 and 
32 hours respectively. Only one of these in- 
fants weighed less than 2,500 Gm. The single 
autopsy obtained from these 4 infants re- 
vealed pneumonia and hyperplasia of the 
islets of Langerhans. Conditions associated 
with these 4 neonatal deaths, in addition to 
the 1 case of prematurity, include 2 instances 
of pre-eclampsia and 1 delivery by caesarean 
section because of placenta praevia and pre- 
vious section. Of the 9 intrauterine deaths, 
7 occurred antepartum and 2 intrapartum. 
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Seven of the 9 mothers, or 78 per cent, had 
toxemia of pregnancy. The other 2 mothers 
were admitted in acidosis. Factors other than 
toxemia and acidosis, however, are involved 
since there were 2 patients in this group with 
B. welchii infection, and 2 infants with con- 
genital anomalies who died antepartum. 

In the group of 50 viable pregnancies 
there were 4 patients who had never been 
seen prior to admission, and in whom fetal 
death had already occurred before admis- 
sion. In attempting to evaluate our manage- 
ment of the pregnant diabetic patient from 
the standpoint of results obtained, exclusion 
of these 4 patients would seem justified. This 
would give a total of 46 pregnancies in which 
37 infants survived, for a corrected fetal 
salvage of 80.4 per cent, 


Stilbestrol Therapy 


Stilbestrol was administered to 18 of the 
58 patients. One of these patients had a spon- 
taneous abortion at 514 months. The remain- 
ing 17 patients carried their infants to via- 
bility, with 15 fetal survivals and 2 neona- 
tal deaths for a fetal salvage of 88.2 per 
cent. Fourteen of the patients treated were 
less than 18 years of age at the inception of 
the diabetes; 7 of these were juvenile dia- 
betics. The duration of the disease in this 
group ranged from 4 to 19 years. The one 
abortion and the 2 neonatal deaths occurred 
in this group of 14 patients. Two other pa- 
tients treated had past histories of fetal loss. 
The remaining 2 patients treated had tox- 
emia. 

The group of 50 viable pregnancies in- 
cluded 10 juvenile diabetics. Seven of the 
10 were treated with stilbestrol, with 6 fetal 
survivals, for a salvage of 86 per cent. Of 
the 3 juvenile diabetics who were not treated, 
2 had never been seen prior to admission, 
at which time they were at or near term. In 
both cases the infants died, and in 1 ante- 
partum death had occurred prior to admis- 
sion. The third untreated juvenile diabetic 
was delivered in 1944, two years prior to the 
time hormone therapy was first employed. 

Of the 17 patients treated with stilbestrol 
who carried their infants to viability, 16 
were delivered vaginally, giving a fetal sal- 
vage of 94 per cent. 


Method of Delivery 
Three (6 per cent) of the 50 pregnancies 
were terminated by caesarean section. The 
first patient in this series, delivered in 
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March, 1943, had a caesarean section one 
week prior to term because of severe pre- 
eclampsia. Seven and one-half years later 
this patient had a second caesarean section. 
The third trimester had been complicated by 
antepartum bleeding and a diagnosis of pla- 
centa praevia was established. The last sec- 
tion, a caesarean hysterectomy, was per- 
formed because of uterine inertia and a se- 
vere intrauterine B. welchii infection. Labor 
had occurred spontaneously and death of the 
fetus had been established prior to operation. 

Ninety-four per cent of the patients with 
viable pregnancies in this group were de- 
livered vaginally. Labor occurred spontan- 
eously in 35 (74.5 per cent) of the cases and 
was induced in 12 (25.5 per cent). The un- 
corrected fetal salvage was approximately 
the same in each group. Excluding the 4 pa- 
tients who were never seen prior to admis- 
sion and in whom fetal death had already 
occurred prior to admission, all of whom 
were delivered vaginally, the corrected fetal 
salvage for vaginal delivery was 83.7 per 
cent. 

Comment 

Since the first clinical use of insulin in 
1922, and particularly during the last 10 
years, significant improvement has been 
made in the management of the pregnant di- 
abetic woman, and the internist and obstetri- 
cian are now inclined to regard such a pa- 
tient more optimistically. The obstetrician 
now sees more diabetic patients, owing to 
the fact that the infertility of diabetics and 
the incidence of spontaneous abortion can be 
corrected to the extent that the disease is 
controlled. The pre-insulin maternal mortal- 
ity of 25 to 50 per cent, and even the early 
post-insulin mortality of 3 per cent, has now 
been reduced to the point that the mortality 
of the diabetic mother is only slighty higher 
than the mortality of the normal obstetric 
patient. Unfortunately, fetal salvage has not 
kept pace with the reduction in maternal 
mortality, and many clinics are still report- 
ing fetal wastage of 25 to 35 per cent in in- 
fants reaching the stage of viability. Fur- 
ther improvements will depend upon the 
combined cooperation of the patient, the 
obstetrician, the internist and the pediatri- 
cian, 

We were fortunate in having the utmost 
cooperation of the internists in the medical 
care of the patients. When possible, we close- 
ly regulated the diabetes with the objective 
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of maintaining fairly normal blood sugar 
levels. The diets were high in protein, con- 
taining 1.5 to 2.0 Gm. of protein per kilo- 
gram of body weight. It has been found that 
the majority of the patients can be regulated 
by the use of PZI or NPH insulin alone, but 
repeated doses of regular insulin should be 
used if necessary to reduce the loss of glu- 
cose in the urine. 

The necessity of optimum prenatal care 
cannot be overemphasized, and the known 
measures for preventing edema, polyhy- 
dramnios, and toxemia should be employed. 
These include the prevention of excessive 
weight gain and the initiation of a low so- 
dium diet in the latter part of the second 
trimester, or sooner if indicated. The use of 
ammonium chloride and magnesium sulfate 
is indicated when there is evidence of fluid 
retention. 

The efficacy of hormone therapy in the 
management of the pregnant diabetic is by 
no means generally accepted. Many clini- 
cians vigorously refute its alleged useful- 
ness. The final answer awaits further evalu- 
ation, but if the work of Dr. Priscilla White 
has done nothing more than stimulate in- 
terest in the subject, it has been a signifi- 
cant contribution. The result already is be- 
ing reflected in the improved fetal salvage, 
with and without the use of hormone ther- 
apy, which is being reported by some clinics. 


Orally administered stilbestrol, given in 
gradually increasing doses, was used in one 
third of our patients, but this series is en- 
tirely too small to be of any value in confirm- 
ing or refuting its efficacy. It would seem, 
however, that a fetal salvage of 88 per cent 
in the patients treated with hormones might 
be significant, particularly when one con- 
siders that the majority of these patients are 
thought by most observers to offer a less 
favorable prognosis for the fetus because 
of early age of onset of the diabetes. That no 
amount of hormone therapy can be substi- 
tuted for the best possible prenatal and med- 
ical care is unanimously agreed. 

The care of the infant of the diabetic 
mother after delivery is of considerable im- 
portance, since one third to one half of all 
fetal deaths occur in the neonatal period. All 
of these infants, regardless of their weight, 
should be treated as premature. Neonatal 
care should include thorough aspiration of 
the air passages, gastric aspiration, postural 
drainage, incubation and dehydration. 
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The arguments concerning the optimum 
time and method of delivery of the pregnant 
diabetic are familiar to everyone and will 
not be reiterated. One might be justified, 
however, in wondering how often the prob- 
lem of prematurity and subsequent neonatal 
death is induced by those who advise elec- 
tive caesarean section at 36 weeks. One of 
the most ardent advocates of early section 
reports that of the 78 fetal deaths which oc- 
curred in her series, 44 (56 per cent) were 
neonatal. In considering the obstetric fail- 
ures in our series, one might ask how many 
of the 6 infants in this series who were de- 
livered vaginally and did not survive might 
have been salvaged if delivered by caesarean 
section. The question, of course, is impossible 
to answer; but if we had: followed the advo- 
cated program of elective caesarean section 
at 36 to 39 weeks in 60 to 70 per cent of our 
patients, one wonders whether the possible 
increase in salvage from antepartum and in- 
trapartum deaths might not have been ne- 
gated by an increase in mortality due to pre- 
maturity. In this series, prematurity was as- 
sociated with only one, or 7.8 per cent, of all 
fetal deaths, in contrast to the series referred 
to above in which the incidence of section 
was 68 per cent and prematurity was asso- 
ciated with 46 per cent of all deaths. With 
a corrected fetal salvage of 83.7 per cent for 
vaginal delivery, it is conceivable that the 
results reported in series in which the in- 
cidence of caesarean section approaches 60 
to 70 per cent can be duplicated by vaginal 
delivery, and that abdominal delivery can be 
reserved for strictly obstetric indications. 


Summary 

. A series of 58 pregnancies in diabetic 
women seen during the 10-year period 
ending December 31, 1952, is reported. 
This series is small and the results in 
many instances, are statistically insig- 
nificant. 

. The general data, management, and re- 
sults are presented. In the group of 50 
viable pregnancies: 

a. 34 per cent of the patients received 
hormone therapy 

b. 94 per cent of the patients were de- 
livered by the vaginal route. 

c. The uncorrected fetal salvage was 
74 per cent. 

d. The corrected fetal salvage was 80.3 
per cent. 

. The number of patients treated is too 
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small to permit any definite conclusions 
regarding the necessity or efficacy of 
hormone therapy as administered in 
this series. 

. It is not inconceivable that the obstet- 
ric objectives of a negligible maternal 
mortality and a higher fetal salvage 
in the pregnant diabetic are compatible 
with a normal, or only slightly in- 
creased, incidence of caesarean section. 


Discussion 


Dr. Joseph Alexander (Lumberton): Pregnancy in 
a diabetic represents a physiologic disturbance, and 
as in all physiologic disturbances of diabetics, the 
same axioms of care prevail. First is the value of 
careful observation by both the physician and the 
patient, Anticipation of the probable course of this 
disturbance, and wise and careful evaluation of the 
patient should precede any difficulties which might 
arise. For patients who incurred the disease early 
and have had it for a long time, the outlook is less 
favorable than for others. Medical consultation 
should be obtained if possible, and if not, the ob- 
stetrician should realize his obligation to see the 
patient at increasingly frequent intervals and to 
review the diabetic situation as regularly as he does 
the obstetric factors. 

Diet has always mig an important part in the 
management of diabetes, For the pregnant patient, 
30 calories per kilogram of weight is the average 
allotment. It is considered wise to maintain 1% to 
2 Gm, of protein per kilogram. The diet, as in all 
other cases, rece be adjusted to the condition of 
the patient. Any weight gain should be avoided. 

Insulin can be administered during pregnancy 
without difficulty. The physician should realize the 
advantage of a flexible regimen for the diabetic 
whose course has become less smooth during preg- 
nancy. 

Other medicines may be added if indicated. Dr. 
Palumbo mentioned ammonium chloride, which may 
be quite useful in the event of weight gain. The 
hemogenic rho of this drug should not be 
overlooked, however. Every diabetic patient who be- 
comes pregnant should be instructed to observe and 
record the acetone in her urine, a measure of spe- 
cial importance when ammonium chloride is used. 

In general, closer medical observation is a vital 
part of any program which is designed to improve 
the obstetric results in diabetic patients. 

I wonder how much increased interest in the pa- 
tient, more frequent visits, and more careful ob- 
servation of all the changing aspects of the diabetic 
situation, may improve the overall course of the 
obstetric patient. 


The doctor’s wife: Over and above the abnormal 
strains on his household that a doctor’s calling occa- 
sion, and in the absence of suitable domestic help, 
she has to see that the needs of the patient are 
served, The telephone and door-bell must be con- 
stantly answered. Such is the difficult situation in 
which many a doctor’s wife is placed that she can- 
not embark upon her morning’s shopping without 
considerable forethought and organization. To go 
out with her husband is a rarity. Even a visit to the 
cinema or bridge club requires careful planning, if 
it is possible at all_—Hadfield, S. J.: A Field Survey 
of General Practice, 1951-2, Brit. M. J. 2:685 (Sept. 
26) 1953. 
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OFFICE DELIVERIES IN RURAL 
GENERAL PRACTICE 


EpGAR T. BEDDINGFIELD, M.D. 
STANTONSBURG 


One of the less pleasant tasks that falls to 
the lot of the general practitioner, particu- 
larly in rural practice, is the home delivery. 
We may honor the memory of the rugged 
old country doctor plodding home at sunrise 
after a happy conclusion to his prolonged 
vigil attending Farmer Brown’s wife 
through her labor and delivery. We suspect, 
however, that the physician described, rug- 
ged and plucky though he might have been, 
was too worn and fatigued to give his next 
patients the benefit of a keen, clear mind 
which the multitudinous problems of general 
practice demand. 


Disadvantages of the Home Delivery 


The home delivery has other marked dis- 
advantages. It is impossible to practice con- 
sistently high-quality obstetrics in the home, 
because one cannot hope to be adequately 
prepared to cope with the urgent situations 
that may arise with respect to both mother 
and child. Furthermore, any semblance of 
sterile technique is extremely difficult to at- 
tain in the home. Although it might be pos- 
sible to achieve reasonably aseptic conditions 
in some of the better homes, even this is usu- 
ally quite difficult. In my experience with 
home deliveries, I observed that, although the 
advent of rural electrification has provided 
all tenant class dwellings with electric lights, 
only a few homes of this type have been 
equipped with window screens. Consequently, 
on a hot summer night insects within a rad- 
ius of several miles (including flies from the 
privy, mule lot, and pigpen) are attracted by 
the lights, fly in the open window, and lodge 
on the vulva, or on the rubber gloves and in- 
struments which the diligent physician has 
so carefully autoclaved. 

Home deliveries waste the physician’s time 
and energy. With the present shortage of 
rural practitioners, the best medical in- 
terests of the community suffer because of 
the frequent and often prolonged absences 
of the physician from his office on what 
country folk still term labor cases. The phy- 
sician also suffers, not only because of the 
office practice he misses, but also because it 

Read before the Section on General Practice of Medicine and 


Surgery, Medical Society of the State of North Carolina, Pine- 
hurst, May 12, 1953. 
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is impossible to maintain a regular schedule 
if he is doing the volume of obstetrics that 
is done by most busy general practitioners. 
Patients soon discover that the physician is 
not keeping his appointed office hours and 
rather than wait indefinitely for his return, 
many take to the specialist in the county seat 
minor problems that are the rightful pro- 
vince of the general practitioner. To add in- 
sult to injury, the doctor who is forced to 
lose a day from the office doing a*home de- 
livery is quite often never paid for his 
services, 

Another disadvantage of the home delivery 
is the inconvenience it causes the patient’s 
family. 

Other well recognized disadvantages of 
home deliveries are the lack of adequate heat- 
ing and lighting facilities in the delivery 
room; the lack of assistance, often resulting 
in the physician’s being called upon to per- 
form such menial chores as cleaning and 
dressing the mother and infant following 
the delivery, and the frequent lack of a 
telephone, causing the physician to be com- 
pletely out of contact with his home and 
his practice. In addition, supplies not often 
used but sometimes urgently needed are not 
available in the home, nor are consultants 
and additional personnel readily available. 


Obstacles to Hospital Deliveries 


At this juncture one might reasonably 
ask: Why do home deliveries at all? Why 
not require every obstetric patient to be de- 
livered in one of the ever increasing number 
of rural hospitals? 

The answer to these questions is complex. 
First is the problem of distance. Twenty or 
twenty-five miles is probably as far as par- 
turient patients could regularly be expected 
to travel for delivery, and a fair percentage 
might not make even this distance. There 
are still many physicians in this state who 
are further removed from the nearest hos- 
pital than the distance mentioned above. In 
addition, a physician delivering babies in 
a hospital so far from his office would still 
have to devote a considerably greater part 
of his time to the same volume of obstetrics 
than would a physician who has adequate de- 
livery-room facilities close at hand. 

Another major deterrent to hospital con- 
finements for all rural mothers is the low 
income level of most rural families, This 
causes both the family and the physician to 
suffer — the family because the total ex- 
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pense of the delivery is at least doubled and 
often tripled, and the physician because he 
is less likely to collect his fee after the hos- 
pital has collected its bill, often by using 
more diligent collection methods than the 
physician feels inclined to employ, 

Still another factor is the reluctance of 
rural mothers with large families to be away 
from home. Mothers who are allowed to re- 
main at home during the postpartum period, 
can supervise the household chores even if 
they are not physically able to execute them. 


Office Deliveries as an Answer 
to the Problem 


Thus in the summer of 1951 I found my- 
self totally dissatisfied with my home de- 
liveries and able to persuade only a small 
percentage of my patients to be delivered 
in the hospital. My medical school and post- 
graduate training in obstetrics, like that of 
most recent graduates, had been confined 
to hospital deliveries, and I had never even 
seen a home delivery until I did my first 
after beginning practice on my own. In an 
attempt to solve this problem I had con- 
sidered the formation of an obstetric clinic, 
with the idea of keeping the patients for 
about 24 or 48 hours post partum. However, 
after considering the problems and expense 
of serving meals, providing round-the-clock 
nursing service, and so forth, I abandoned 
the idea. 

At this point I chanced to read a paper by 
Miller’), describing his experiences with of- 
fice deliveries in rural Kentucky. He had 
set up a hospital-type delivery room in his 
office, keeping the patients only a few hours 
after delivery, and then sending them home 
by ambulance. At the time of his paper he 
had done 50 such deliveries and was enthusi- 
astic over the results. Thereupon I decided 
to give office deliveries a try, modeling my 
physical set-up after Miller’s, with some re- 
finements, 

I set up a delivery room complete with a 
hospital-type delivery table, anesthesia facil- 
ities, oxygen, suction, bassinet, metal cabi- 
nets, dressing carts, trays, set-up table, facil- 
ities for administering intravenous fluids 
and plasma, and appropriate sutures, dress- 
ings and antiseptics. All instruments, linens, 
and supplies are autoclaved. This room is at 
the rear of my regular suite of offices, read- 
ily accessible to me but far enough removed 
that the delivery room noises are not heard 
in the wating room at the front of the office. 
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I then informed my pregnant patients of 
the undertaking, showed them the delivery 
room facilities, assured them that such a 
program was in successful operation else- 
where, and explained that I would no longer 
do any home deliveries and that they would 
be required to come to the office or to the 
hospital for their delivery. The introduction 
of this somewhat revolutionary idea in my 
rural Eastern North Carolina practice did 
not cost me a single patient. On the con- 
trary, the scheme has been enthusiastically 
received by the patients, as evidenced by the 
fact that there have been 386 deliveries in 
the 20 months the plan has been in operation. 


Procedure 

The patients are directed to come to the 
office at the first sign of labor and are 
examined immediately upon their arrival. 
They have been told to briag clothes for 
the baby, and in addition they are required 
to bring some woman relative or friend to 
attend them through their labor and de- 
livery, supplying such needs as water, the 
bedpan, or fresh perineal pads. It is ex- 
plained that, although they are to receive 
hospital-type care, they are not being 
charged hospital rates, and it is therefore 
economically unfeasible for my nurse to at- 
tend to minor needs that a lay attendant can 
supply. The patients’ cooperation in this re- 
spect has been gratifying. Indeed, the pres- 
ence of a friend or relative seems to boost 
their morale. 

After it has been confirmed that the pa- 
tient is in labor and her physical condition 
has been ascertained, she is put to bed on 
the delivery table, which, being provided 
with a comfortable mattress, doubles as a 
labor bed and precludes the necessity of 
moving the patient when she is ready to be 
delivered. If labor occurs during regular of- 
fice hours, the patient is followed by my 
nurse and by me, regular office work pro- 
ceeding meanwhile, until the period (usually 
brief) required for the actual delivery. 

If the labor occurs at night and the pa- 
tient is not well advanced in labor, the enema 
is delayed and a mild sedative is given. A 
communication system has been installed 
from the delivery room to my bedside, and 
the attendant that accompanied the patient 
is instructed to call me if the patient’s con- 
tractions become more frequent and pain- 
ful, or if the membranes should rupture. 
This allows me many hours of sleep at home 
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that would be impossible if the same delivery 
were taking place in the patient’s home. 
And, in the words, of Miller, even if not 
sleeping, “Waiting for labor to progress is 
much less tedious when one is at home than 
when one is in an alien environment.” 

Inasmuch as our technique for preparing, 
draping, medicating, anesthetizing, deliver- 
ing, and providing immediate postpartum 
care follow the pattern carried out in most 
general hospitals, these matters will not be 
discussed in detail here. It will be noted that 
we are enthusiastic users of the Trilene In- 
haler as a safe and effective analgesic in 
labor, and that we do not employ saddle 
block, spinal, or caudal anesthesia, prefer- 
ring to rely on the rapid recovery of inhala- 
tion anesthetics because of the anticipated 
early return of the patient to her home. 

Following the delivery, the patient is ob- 
served carefully until she is fully recovered 
from the anesthesia, until the fundus is firm, 
and bleeding is under satisfactory control. 
The average patient is then kept (still on 
the delivery table) for three to six hours 
longer or until such time that she and I 
agree that she feels like going home. For the 
first 100 deliveries, all patients were re- 
quired to go home by ambulance. Then, at 
the insistence of some patients who were in 
satisfactory condition and feeling exception- 
ally well, and who lived nearby, I began to 
allow some of them to go home by auto- 
mobile. This has produced no complications, 
and an increased number of the patients 
now go home by automobile, although those 
who have shown any tendency toward bleed- 
ing, who have had a particularly difficult 
or prolonged labor or delivery, or who live 
some distance from the office are still re- 
quired to go home by ambulance. 

The patient is visited at home the next 
day, and a routine postpartum examination 
is made. Postpartum instructions are given, 
and then, if no indication for additional home 
visits exists, the patient is told to return to 
the office in six weeks for the final post- 
partum check-up. 


Results 

There have been no deaths, no serious 
complications, and no increased morbidity 
in this series of 386 office deliveries. Only 
one patient has been referred to the hos- 
pital while in labor, this being a transverse 
presentation in a toxemic patient who had 
to have a cesarean section. 
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Conclusion 

I do not present this type of office de- 
livery as ideal obstetric practice. I do not be- 
lieve that it is suitable for all communities, 
or for all patients, nor do I believe that it is 
equivalent to good obstetric care in a hos- 
pital. However, I do believe that these ex- 
periences prove that office deliveries, with 
the early return of the postpartum patient 
to her home, are safe, and offer many ad- 
vantages to both physician and patient. The 
physician has the personal satisfaction of 
practicing a vastly superior type of obstet- 
rics to that which he does in the home, with- 
out materially increasing the cost to the pa- 
tient, and with increased personal comfort 
and convenience for all concerned. I believe 
that the paving of most of our rural roads 
and the relative period of prosperity, bring- 
ing automobile transportation, either in 
their own or a neighbor’s car, within the 
reach of virtually every family, have im- 
measureably contributed to the success of 
my program. 

In my opinion, a great many rural prac- 
titioners would profit by adopting a similar 
program—even if it involves the expense of 
adding a delivery room to their present office. 


Reference 
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One of the greatest abuses of endocrine therapy 
is in the management of menopausal symptoms. 
Most of these women need no estrogen therapy at 
all. All that we can aim to do with estrogens is to 
tide the woman over certain little symptomatic 
bumps that she experiences during the period of 
transition, The majority of women can readily tol- 
erate these symptoms, and they are much better off 
to be given no estrogen at all and get the readjust- 
ment over with. But if we keep pumping into these 
women the very substance that their economy is 
trying to get along without, we only prolong the 
menopause. Again, you all have seen women who 
have been given “shots” for many years, which is 
never necessary. Those are the women we have to 
think about in connection with cancer.—Novek, E.: 
Relation of Endocrines to Female Genital Cancer, 
Rhode Island M.J. 36:573 (Oct.) 1953. 


There is a “sensitive” period in the effective treat- 
ment of tuberculosis which applies not only to the 
tubercle bacillus, when it is most vulnerable to at- 
tack, but also to the patient when he is most recep- 
tive of advice. That period is when the disease is 
first discovered —Eli H. Rubin, M.D., N.Y.S. J. of 
Med., June 15, 1953. 
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SOME HAZARDS OF LOCAL 
ANESTHETIC PROCEDURES 


DAviIpD A. DAvIs, M.D. 
CHAPEL HILL 


Since the introduction of local anesthetic 
agents and techniques, thousands of acci- 
dents and deaths have resulted from the use 
of these extremely valuable tools. How many 
of these tragedies occur annually we have no 
idea, nor do we have more than a superficial 
knowledge of the mechanism involved. 

It is impossible to predict when or to 
whom these accidents will occur. Histories 
and tests are notoriously unreliable. There 
are no drugs or techniques which can be re- 
garded as absolutely safe. Pathologic changes 
can seldom be demonstrated following 
deaths"). 


While our knowledge is admittedly scanty, 
we do know two facts which should decrease 
considerably the incidence of these compli- 
cations and deaths: (1) most of the acci- 
dents are preventable; (2) as soon as these 
reactions have started, they can be arrested 
and treated by prompt resuscitative meas- 


ures and the life of the patient can be 
saved. Mayer"), in reviewing 48 deaths fol- 
lowing local anesthesia, stated: “One of the 
most striking facts shown by a study of the 
reports is that the occurrence of the accident 
seldom finds the operator ready to apply 
suitable measures promptly ; consequently we 
find the greatest variety employed in such 
cases, and there can be little doubt that some 
of these are useless and harmful.” When us- 
ing regional anesthesia, there can be no ex- 
cuse for not having at hand a means of arti- 
ficial respiration, a soluble barbiturate, and 
a vasopressor agent. These are much cheaper 
than human lives. 

The many hazards of regional anesthetic 
blocks may be due to one or more different 
factors. For this discussion they may be con- 
sidered under the following headings: (1) 
Complications due to systemic absorption, 
(2) complications due to drugs used with re- 
gional anesthetics, (3) complications due to 
errors in technique, and (4) complications 
due to the injection of irritants, or necrotiz- 
ing or contaminated solutions. 
~ Read before the Section on Anesthesiology, Medical Society 
of the State of North Carolina, Pinehurst, May 13, 19538. 

From the Department of Anesthesiology, University of North 


Carolina Medical School and North Carolina Memorial Hospital, 
Chapel Hill, North Carolina. 
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Complications Due to Systemic Absorption 

All local anesthetics are depressants of 
whatever tissues with which they come in 
contact. Those structures with which we are 
most concerned are the central nervous sys- 
tem and the cardiovascular system, since 
most deaths are characterized by coma, cir- 
culatory failure, or both. The recent popular- 
ity of the administration of local anesthetics 
intravenously has given some insight into 
the mechanism of these complications. The 
injection of a dilute solution of procaine into 
the blood stream produces a pattern of sub- 
jective symptoms which varies with individ- 
uals but which generally is referable to a 
depressant effect on both the central nervous 
system and the cardiovascular system. Sub- 
jects will complain of dizziness, auditory or 
visual disturbances, numbness, nausea, 
weakness, headache, and so forth. They may 
exhibit sweating, pallor, disorientation, mus- 
cle twitchings, nystagmus, unconsciousness, 
and finally convulsions. The circulation 
seems to maintain itself well until the later 
stages, when circulatory depression ensues, 
The speed of injection can modify the ap- 
pearance and severity of these signs and 
symptoms. If the infusion is discontinued re- 
covery is usually rapid, though individual 
response to these injections varies greatly. 
If an adequate dose of a local anesthetic is 
given intravenously to an experimental] ani- 
mal, the onset of convulsive phenomena may 
be immediate, and death may follow rapidly. 
On the other hand, with very large doses the 
animal may die without showing more than 
a few twitches". 

From the preceding statements we may as- 
sume: that a severe reaction may occur in 
anyone provided a sufficiently high blood 
stream level is reached; that this level might 
vary in individual patients; that reactions 
will vary from patient to patient; and that 
the duration will depend on the speed with 
which the drug is detoxified. Prevention of 
these reactions would depend, therefore, on 
the use of small dosages of an agent which 
is rapidly broken down; on the exercise of 
extreme care in using these drugs in vascu- 
lar areas (muscles, pleura, mucous mem- 
branes, paravertebral region, neck, tonsillar 
region, scalp, and so forth); and above all, 
on slow application and constant observation 
of the patient during and immediately after 
anesthetization. 

Clinically, severe reaction and deaths in 
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this classification are usually one of three 
types‘*): (1) Sudden collapse and death with 
few if any prodromal symptoms and signs 
(“idiosynerasy”); (2) the development of 
convulsive phenomena; (3) a more slowly 
progressing circulatory failure. While many 
attempts have been made to classify these 
serious reactions and ascribe certain fea- 
tures to stimulation or depression of the cen- 
tral nervous, respiratory, and circulatory 
systems, the clinical picture is not always 
so clear-cut. The interrelationship of the cen- 
tral nervous, respiratory, and circulatory 
systems is such that disturbances in one sys- 
tem are nearly always reflected in changes 
in the others. Hence it is imperative that 
treatment be directed at whichever distur- 
bance is the most apparent, and if proper 
therapy is instituted, the others will usually 
respond. 

If convulsive phenomena (nervousness, 
muscle-twitching, clonic or tonic movements, 
and so forth) develop, they should be treated 
by the intravenous injection of an ultrashort- 
acting barbiturate such as Pentothal, Surital, 
or Evipal, in amounts adequate to control 
the convulsion. If vascular collapse is the 
predominant feature, a vasopressor drug 
(such as ephedrine, desoxyephedrine, phen- 
ylephrine or methoxamine) should be given 
intravenously in whatever dosage is neces- 
sary to raise the blood pressure to normal. 
In the presence of circulatory depression, 
subcutaneous or intramuscular injections are 
of little benefit to the patient, and only serve 
to give the physician a false feeling that he 
has instituted proper treatment. Hypoxia 
is the ultimate cause of death in many of 
these reactions, and the importance of the 
administration of oxygen with an apparatus 
by which artificial respiration can be given 
cannot be overemphasized. The simplest, 
safest, cheapest, and most efficient appara- 
tus of this type is a bag and mask. 

The role of the barbiturates in the preven- 
tion and treatment of reactions in this group 
is often misunderstood. If they are to be 
used to prevent complications, they should 
be given in adequate dosage and sufficient 
time allowed for their full effect to be 
reached. The practice of giving a barbitur- 
ate by capsule or a subcutaneous injection 
and proceeding immediately with a local an- 
esthetic procedure is of absolutely no value. 
The barbiturates are useful only in helping 
to prevent one type of response — central 
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nervous system stimulation. If anything, 
their use will only exaggerate the depressant 
effect on the nervous, circulatory, and res- 
piratory systems. Barbiturates should cer- 
tainly not be given to the patient who has 
lost consciousness or whose convulsion has 
ceased. 

These systemic responses to the local anes- 
thetic drugs are often spoken of as “‘allergic’”’ 
in nature. Again, more exact knowledge of 
these reactions is necessary. Excluding the 
dermatitis most frequently found in den- 
tists'*’, a true allergic response to local anes- 
thetic agents is undoubtedly quite rare. 
Cases in which “asthma” or bronchospasm 
has been a prominent clinical feature have 
been reported’’.*). The incidence of this com- 
plication is also unknown, yet it must al- 
ways be kept in mind, particularly when the 
patient has a history of allergy or symptoms 
of asthma. 


Complications Due to Drugs Used with 
Regional Anesthesia 


Early in the history of regional anesthesia 
attempts were made to prolong the action 
of local anesthetics and decrease the systemic 
absorption of these drugs by the addition of 
vasoconstricting agents such as epinephrine. 
Hatcher and Eggleston’) further stimulated 
this practice by showing that the administra- 
tion of epinephrine increased the toxic doses 
in experimental animals. The literature con- 
tains innumerable “recipes” for regional an- 
esthetic solutions containing epinephrine, 
most of which are based on a certain number 
of “drops” per ounce of solution. Many sur- 
geons, particularly in ophthalmology and 
otorhinolaryngology, employ epinephrine 
with local anesthetics for its vasoconstricting 
effect, and most preparations for dental anes- 
thesia contain a vasoconstricting drug. 

The injection of epinephrine or a similar 
drug into a normal human being may pro- 
duce such symptoms as nervousness, anxiety, 
and palpitation. Many of these symptoms 
and signs can be duplicated by the systemic 
action of the local anesthetics, and there is 
little doubt that many systemic responses 
attributed to local anesthetics are actually 
due to the vasopressor drug administered 
with them. Long ago Braun'‘*’ established 
that the most efficient ratio of epinephrine, 
cocaine or procaine was 1:200,000. This rep- 
resents 1 cc. of 1:1000 epinephrine per 200 
ec. of local anesthetic solution, or about 4 
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drops from an ordinary medicine dropper to 
1 ounce of solution. Concentrations higher 
than this are superfluous and definitely dan- 
gerous, particularly in patients with certain 
heart diseases. 

The use of vasoconstricting drugs in pa- 
tients under general anesthesia is dangerous, 
since the cardiac effects of these drugs may 
be modified in the presence of anesthetic 
agents such as cyclopropane or trichlorethy- 
lene, or in anesthesia produced by any agent 
if hypoxia or carbon dioxide excess are 
present. 

In recent years hyaluronidase has been 
used with local anesthetic solutions in the 
belief that the success of the anesthesia will 
be increased by diffusion. While diffusion 
may be increased, the rate of absorption may 
also be increased, and the incidence and 
severity of systemic reactions may be 
greater’). Hyaluronidase usually shortens 
the duration of anesthesia, and it has been 
suggested that vasoconstrictors be added to 
these solutions. The wisdom of adding to 
local anesthetics two other drugs which have 
opposite effects is very doubtful, especially 
since the recent introduction of local agents 
(lidocaine, hexyleaine) which have a more 
prolonged action and a greater rate of dif- 
fusion than procaine. 

Regional anesthetic procedures are occa- 
sionally employed in patients who have re- 
ceived heavy sedation or who are under light 
general anesthesia. The purpose is usually to 
increase muscle relaxation, make possible a 
lighter plane of general anesthesia, or for a 
questionable hemostatic effect. While con- 
vulsive phenomena are not likely to develop 
under such circumstances, circulatory dis- 
turbances are just as likely or more likely to 
appear, and may be easily overlooked. 

If sedation has been given and insufficient 
time allowed for its full effect to develop, 
subsequent alteration in central nervous sys- 
tem activity due to the local anesthetic may 
occur and be erroneously ascribed to the 
sedative drug. 


Complications Due to Errors in Technique 

It is distressing but probably true that not 
only most of the deaths and serious compli- 
cations of regional anesthesia, but also most 
of the preventable accidents are due to errors 
in technique. 

There is little reason for repeated trauma 
to nerves or bone. Fortunately, endoneural 
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injection is rather difficult, but it does oc- 
casionally happen, with subsequent neuritis 
or degeneration of nerve fibers. The use of 
sharp, fine needles, gentleness in inserting 
these instruments, and above all a knowl- 
edge of anatomy will prevent many compli- 
cations such as periostitis, backache, punc- 
ture of intervertebral disks, and hemato- 
mas. Anesthetic blocks in or near vascular 
areas in patients receiving anticoagulant 
therapy is extremely dangerous, owing to 
the possibility of massive hemorrhage'''’. 
The most hazardous blocks are those in- 
volving the sympathetic nervous system. This 
is true because these autonomic structures 
lie in close proximity to the subarachnoid 
space, the lungs, or blood vessels, and _ be- 
cause a sudden autonomic paralysis often 
produces rather marked changes in circula- 
tory dynamics. As the indications and uses 
of sympathetic blocks are extended, so will 
the mortality be increased—a significant fac- 
tor with regard to these procedures which 
are so often done for the diagnosis or treat- 
ment of a condition which does not endanger 
the patient’s life. The injection of 10 cc. of 
a1 per cent solution of procaine into the cer- 
vical subarachnoid space can produce death 
in a matter of minutes; and yet if proper 
supportive measures are promptly instituted, 
the mortality from this catastrophe should 
be negligible. The mortality from therapeu- 
tic pneumothorax in tuberculosis is quite 
low because it is deliberately induced, but 
the mortality from pneumothorax following 
sympathetic block is likely to be high because 
it is so often unrecognized. Everyone is 
aware of the profound effect spinal anesthe- 
Sia may have on the circulation owing to au- 
tonomic paralysis, yet the same effects may 
follow splanchnic or lumbar sympathetic 
block and be unrecognized simply because 
no one bothered to check the blood pressure. 
Even when a needle is accurately placed 
and the local anesthetic solution is injected, 
spread of the solution to adjacent structures 
may cause dangerous situations. This is par- 
ticularly true in the neck, where accidental 
paralysis of the recurrent laryngeal, vagus, 
glossopharyngeal, phrenic, or cervical sym- 
pathetic nerves may produce profound al- 
terations in circulation and respiration, 
especially if the block is done bilaterally. 
Paresis of the diaphragm has been reported 
in 80 per cent of brachial plexus blocks‘'?’, 
emphasing another hazard in this procedure 
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so often used in patients with pulmonary 
diseases. 

Some of the hazards of stellate block have 
recently been reveiwed by Adriani, Parmley, 
and Ochsner’, and Trowbridge, Bayliss, 
and French), Orkin, Papper, and Roven- 
stine’'®) reported the incidence of pneumo- 
thorax and subarachnoid injection as 2.15 
per cent each in a series of 186 stellate 
blocks, but no deaths—evidence that these 
complications can be successfully treated. 

Volkmann"'® analyzed 63,709 cases in 
which sympathetic blocks were performed, 
and found the mortality rate to be 1:339 in 
cervical sympathetic block, 1:996 in stellate 
block, and 1:3,490 in lumbar sympathetic 
block, with an overall mortality of 1:1,137. 
Dale'”) reported 1 death in 8 patients re- 
ceiving splanchnic block. DeTakats"® in 
1927 reviewed 2,475 splanchnic blocks, and 
reported the incidence of vascular collapse 
as 1:178 while the death rate was 1:309. 
Such a mortality rate would never be tol- 
erated in general or spinal anesthesia, or in 
few of the more common surgical proced- 
ures; yet these procedures are too often as- 
signed to the most inexperienced house of- 
ficer, to be carried out in the patient’s room 
with no better resuscitative measures than 
ignorance and prayer. Once the point of a 
needle disappears from sight, accurate lo- 
calization is impossible, even in the most ex- 
perienced hands. The use of radiographic 
techniques in accurately placing needles 
prior to injection is of utmost importance, 
especially in procedures close to the central 
nervous system''®), 


Complications Due to Injection of Irritants 
and Necrotizing or Contaminated Substances 


There are few complications more dis- 
tressing than a radicular pain worse than 
the pain which was relieved by a therapeutic 
nerve block, and which may linger on for 
months to distress all concerned. Still worse 
is the development of a muscular paralysis 
or incontinence. Countless attempts have 
been made to develop a drug or solution 
which will produce a prolonged anesthetic 
effect without sequellae, yet none has with- 
stood the test of time in spite of enthusiastic 
advertising. Especially to be avoided are 
drugs containing alcohols and drugs with oil, 
polyethylene, or propylene glycol bases. 

Another serious hazard of regional anes- 
thesia is the development of abscesses. These 
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may be bacterial in origin and due to the 
use of unsterile technique, passage of needles 
through an infected or contaminated area, 
or they may be due to contaminated solu- 
tions. Although most local anesthetics are 
weakly germicidal, their efficacy cannot be 
counted upon. “Sterile” abscesses due to the 
injection of drugs which are likely to pro- 
duce tissue necrosis may also be encountered. 
Infections of the caudal canal or epidural, 
retroperitoneal, and mediastinal areas are 
particularly dangerous. 


Summary 


Some of the hazards of local anesthetic 
procedures have been presented and the in- 
volved mechanisms discussed. These compli- 
cations may be due to systemic absorption of 
the local anesthetic drug; to combinations of 
other drugs with regional anesthetics; to 
errors in technique; or to the use of irritat- 
ing or contaminating substances, 

The importance of prevention and prompt 
treatment of some of these complications has 
been stressed, with particular emphasis on 
the ready availability of resuscitative equip- 
ment and the knowledge of its use. 

Evidence that the mortality of some local 
anesthetic blocks is far greater than that of 
general or spinal anesthesia has been pre- 


sented. 
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Abstract of Discussion 


Dr. C. R, Stephen (Durham): Dr. Nowill of our 
staff at Duke has been investigating the new long- 
lasting local anesthetic agent, Efocaine. He found 
that, while it gives prolonged anesthesia, it may 
produce irreversible nerve damage or neuritis un- 
der certain circumstances. 

One of the principal ingredients of this compound 
is a propylene glycol base; it is felt that this com- 
pound is responsible for the nerve damage and the 
neuritis itself. We know personally of 2 cases in 
which a transverse myelitis resulted from a lumbar 
subarachnoid block. A doctor on the West Coast is 
being sued on that account at the present time. 

We had a patient in whom a persistent intercostal 
neuritis followed an intercostal block; he subse- 
quently became a narcotic addict, Another in whom 
we did a successful phrenic block for persistent 
hiccups was left with no movement of the dia- 
phragm. Serial roentgenograms made for the past 
nine months still show no movement. Still another 
patient in whom a suprascapular block was effected 
with Efocaine subsequently acquired a_ persistent 
neuritis, in addition to a wing scapula which we 
have not been able to control. As Dr. Davis pointed 
ut, we feel that this latest addition to the arma- 
mentarium of long-lasting anesthetic drugs is no 
better than others which have been discarded, and 
its use may be contraindicated in any patient under 
clinical conditions. 

Dr. George F. Bond (Bat Cave): I would like to 
ask Dr. Davis how to prevent the unhappy results 
sometimes obtained with procaine, During the past 
month I have seen two fairly severe reactions of 
the idiosyncratic type in patients who had received 
the drug, both intravenously and subcutaneously, as 
many as four or five times previously without ill 
effects. Although in one case the intravenous ad- 
ministration was slow, the reaction was quite se- 
vere; in fact, I thought we would lose the patient. 
In the second case, the patient’s condition became 
grave after the subcutaneous administration of 3 
to 4 cc. of a 1 per cent solution. 

Is there any way to test these patients for sensi- 
tivity? Apparently they were not sensitive to earlier 
injections. 

Dr. Davis: I don’t know of any way that sensi- 
tivity can be determined in advance. Certainly, 
many people fail to show any appreciable degree 
of sensitization after repeated injections. Serious 
reactions can be prevented only by watching the 
patient very carefully and by employing drugs which 
are felt to be reasonably safe. I did not mention the 
old cocaine-Pontocaine controversy, because I feel 
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that it has never been properly evaluated. If you 
are using one drug successfully, there is no reason 
to change to the other. We surely need to know 
more about this matter. The same type of reaction 
is being reported more and more frequently with 
procaine and penicillin, Undoubtedly, some sensi- 
tization has occurred to one drug or the other. 

Dr. Louis Shaffner (Winston-Salem): I would 
like to ask Dr, Davis if he thinks premedication 
before a local anesthetic is worth while. 

Dr. Davis: All the information on that subject 
that we have is limited to experimental animals. I 
personally question the value of the barbiturates as 
premedicating agents, but if they are used at all, 
they should be given in the most effective way pos- 
sible. An oral barbiturate should be given at least 
an hour or so ahead of time, and the dose should 
be large enough to produce a sedative effect. The 
barbiturates do not prevent cardiovascular depres- 
sion; they can only, in my opinion, prevent the 
symptoms of central nervous system irritability. 

Dr. Richard Spencer (Greensboro): Nembutal 
given two hours before esophagoscopy and broncho- 
scopy seems to reduce the degree of reaction. 

Dr. Stephen: Because of the celebrated case on 
the West Coast, Dr. Den Moore of Seattle has re- 
cently become much interested in what happens to 
the drugs that are injected in the lumbar space 
extradurally, with the aim of producing lumbar 
sympathetic block. In this case, transverse myelitis 
did definitely develop after a supposed lumbar sym- 
pathetic block done with Efocaine. Dr. Moore has 
deposited solutions colored with methylene blue into 
the retroperitoneal space in the lumbar area, where, 
under normal circumstances, one would expect to 
produce a sympathetic block extradurally, He has 
then performed a lumbar puncture and in every 
case has been able to retrieve methylene blue from 
the cerebral spinal fluid in the subarachnoid space, 
indicating that in some way, and at least in some 
patients, some of the injected solution tracks back 
and gets into the cerebral spinal fluid itself, 

Dr. D, LeRoy Crandell (New York: I am glad to 
hear Efocaine being attacked today. At our hospital 
we have had two severe neurologic complications 
resulting from it. We have been using more and 
more Zylocaine, with no unfavorable reaction as 
vet. We have also used a 2 per cent solution of 
Zylocaine as a topical anesthetic for bronchoscopy 
and laryngoscopy. 

Dr. Stephen: Just to prove that no drug is com- 
pletely safe, we have been using Zylocaine almost 
exclusively for about two years, and we have met 
some unfavorable reactions to it—notably drowsi- 
ness. Apparently, this is not associated with a spe- 
cific cardiovascular complication, as the pulse re- 
mains essentially the same under most conditions. 
If the blood pressure changes at all, it tends to go 
up a little. Although in many instances the drowsi- 
ness causes us no particular concern, it is a com- 
plication and should be taken into account. We have 
also had two incipient convulsive seizures with the 
administration of this drug. 


Cooperative clinical research as applied to prob- 
lems of tuberculosis therapy has been so eminently 
successful, regardless of the sponsoring agency, 
that other fields of clinical research should take 
more cognizance of this as a means to advance 
knowledge. While similar end results would even- 
tually appear from more conventional studies, the 
time required to ascertain the truth would be great- 
ly prolonged.—H. Corwin Hinshaw, M.D., Am, Rev. 
Tuberc., Aug., 1953. 
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ABDOMINAL MANIFESTATIONS OF 
MINOR CEREBRAL VASCULAR 
ACCIDENTS WITH DISCUSSION 

OF A CASE 


FREDERICK R. TAYLOR, M.D. 
HIGH POINT 


Alvarez has repeatedly called attention to 
formerly unrecognized symptoms of minor 
cerebral vascular accidents without gross 
neurologic signs. These have involved chief- 
ly certain changes in personality, as indi- 
cated by the presence of gravy on the vest 
of a previously well groomed executive, but 
often also various puzzling digestive symp- 
toms such as nausea, vomiting, and abdomi- 
nal distress accompanied by loss of weight. 
Often, intra-abdominal disease is mimicked 
closely, yet exhaustive tests are negative. 
Then the patient may be labeled “hysterical” 
or “neurotic,” and be grossly misunderstood 
and mistreated. 

When a cerebral lesion causes abdominal 
symptoms without producing recognizable 
personality changes, it may deceive the very 
elect, but a sudden onset of abdominal symp- 
toms that neither yield to treatment nor pro- 
gress materially, should put a physician on 
his guard. If, in addition, a previously cheer- 
ful, friendly person suddenly becomes habit- 
ually irritable and morose, without obvious 
cause; if a neat person becomes careless of 
his personal appearance without positive 
neurologic findings; if a clear thinker be- 
comes vague, confused, or unable to concen- 
trate, and the change persists, a high index 
of suspicion of a minor vascular accident, 
probably thrombosis of a small vessel in 
what used to be called a “silent area” of the 
brain, is warranted. With the sudden onset 
of persistent but nonprogressive abdominal 
symptoms, accompanied by changes in per- 
sonality, without objective evidence of intra- 
abdominal disease, especially in a middle- 
aged or older person, the diagnosis of a cere- 
bral vascular lesion is almost certain. 

It is not unusual for a series of small 
strokes to occur, each adding a new insult 
to an old injury and causing a sort of cog- 
wheel progression. Sooner or later, in such 
a case, one may expect the more classic neu- 
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rologic findings. One of Alvarez’s patients 
remarked to him poignantly that death was 
taking little bites out of her. 

Once the diagnosis is made, the family 
should be informed, so they will not ask or 
expect the impossible from the patient or his 
physician. In the event that impairment of 
a patient’s judgment or behavior imperils 
his business, his business associates may 
have to be informed. In the famous case of 
the “gravy-on-the-vest-executive,” the pa- 
tient’s company accepted Dr. Alvarez’s ad- 
vice to retire him on a pension"’), 

In a rare case the patient himself may 
have an uncanny insight into his trouble. 
An executive, intimately known to me, had 
risen to be the senior partner in a large 
firm of insurance brokers in Philadelphia. 
He once remarked to me that something had 
gone wrong—he couldn’t :»ut over sales talks 
as he once could, and he wasn’t carrying his 
full weight in the firm. He felt that he could 
no longer accept the lion’s share of the prof- 
its, but must see that the younger men, who 
were producing more business, were paid 
more while he was paid less; and, as his con- 
science was unimpaired, he made the neces- 
sary changes. It is interesting to note that 
this man had chronic digestive trouble. Later 
he acquired a squint. A well known Phila- 
delphia internist made a diagnosis of brain 
tumor, but the great neurologist, Dr. William 
G. Spiller, diagnosed his trouble as cerebral 
thrombosis. At necropsy, multiple cerebral 
thrombi were found. 

Hypertension may be absent or present in 
these cases. The following case is believed 
to illustrate puzzling abdominal symptoms 
due to a cerebral vascular accident associ- 
ated with hypertension. 


Report of a Case 

A 69 year old Negro widow was referred 
to me for examination on December 6, 1952. 
She had done domestic work until becoming 
ill and unable to work five years before. Her 
chief symptom was a feeling of swelling and 
jerking in the upper left portion of the ab- 
domen, 

She had begun to have intermittent pain 
in the left side of her abdomen 10 years 
ago, but did not see a physician until about 
five years previously, when her head began 
to hurt. She was told that she had high blood 
pressure and an enlarged heart, and was 
prescribed medicine without much relief. 
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She then consulted an internist, who sent 
her to the hospital for barium studies, which 
were reported negative. Soon afterwards she 
had a “weak spell,’ and called still another 
doctor. He observed hypertension and nerv- 
ousness, and prescribed medicine that helped 
her only temporarily. He saw her occasion- 
ally for a year, the last time about three 
weeks before referring her to me. 

The patient said that her appetite was 
fairly good, and that she had no belching, 
no great amount of gas, and no nausea or 
vomiting. She occasionally had moderate 
pains in the left side of her abdomen. Her 
bowels moved normally. She stated that when 
her side began pulling and jerking, she pro- 
duced rather foamy sputum from her throat, 
but she had no sore throat or cough. Her 
feet did not sweil, she rarely had headaches, 
and had no backache. There were no urologic 
symptoms. She could hardly climb stairs be- 
cause of weakness and dyspnea. When her 
left side gave trouble, she felt weak and her 
vision became hazy, but she did not become 
dizzy. 

The past history disclosed no hemateme- 
sis, melena, hemoptysis, or hematuria. She 
had had a severe attack of influenza in 1918 
and one moderate attack since. She had had 
a surgically induced menopause for a pelvic 
tumor (type unknown) 20 years previously, 
and had had no pelvic bleeding since, Sero- 
logic tests were then negative. 

The patient was on a low salt diet, which 
included various meats. As a rule she ate 
only twice a day and took nothing between 
meals. She drank little water and no milk, 
for fear it would cause gas. She did not drink 
tea, coffee or alcohol, and had had no soft 
drinks for five or six years. She took a little 
snuff. She slept well when not troubled by 
her side. 

I telephoned the internist who had ex- 
amined this patient in the fall of 1951. He 
then found her blood pressure to be 220 sys- 
tolic, 115 diastolic. Her aorta was rather 
wide, and she had a grade 5 systolic mur- 
mur. Physical examination of her abdomen 
and pelvis were negative, except for a Tri- 
chomonas vaginal discharge and a _ senile 
cervix. Her blood count and urine were nor- 
mal. 

Family history: Her father had become 
mentally deranged before he died at about 
70 years of age. Her mother and 3 siblings 
were hypertensive. She had 3 living children, 
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had lost one child in infancy, and had had 
one miscarriage. 

Physical examination: The patient was 5 
feet 14 inch tall, and weighed 112 pounds. 
The temperature was 97.6, the pulse 116, 
respiration 16, and blood pressure 170 sys- 
tolic, 100 diastolic. Early bilateral cateracts 
were noted. Examination of her head and 
neck were negative. 

Inspection, palpation, and percussion of 
the chest disclosed less evidence of cardiac 
enlargement than I expected, the apex beat 
and dulling reaching only just outside the left 
midclavicular line. An extraordinary systolic 
sound resembling the sound of a gate creak- 
ing on its hinges was heard at the aortic 
area, however. No thrill was felt, and there 
were no other signs of aortic stenosis. 
Whether the sound emanated from ‘he aortic 
valve or from the aorta itself was not cer- 
tain, but I suspected the latter. No diastolic 
murmur was heard. The lungs seemed nor- 
mal—no rales were heard. The spine was 
normal, 

The pulling, jerking sensation was in the 
left hypochondrium. There was good muscu- 
lar relaxation, but no mass or organs were 
palpable. There was no tenderness or rigid- 
ity. A pelvic examination was not made, as 
the internist had reported the pelvis nega- 
tive. 

The extremities showed no edema. The 
tendon reflexes were normal. The pulse was 
strong in both feet. General sensation tests 
were negative, and cranial nerves were nor- 
mal, as were gait and station. The patient 
said she could see fairly well, but the ophthal- 
moscopic examination was unsatisfactory be- 
cause of early cataracts. 

This woman used to be a hard worker, en- 
joying life. For the past five years her fam- 
ily had noted a marked change in personality 
manifested by pessimism and lack of am- 
bition. 

Comment 

Such small cerebral vascular accidents as 
we have mentioned are usually thrombotic— 
rarely hemorrhagic. The extraordinary first 
sound at the aortic area in this case suggests 
the possibility that a bit of aortic sclerotic 
plaque or valve broke off and produced a 
small cerebral embolus. I do not believe it 
possible to differentiate the two clinically, 
but there is strong evidence that a small 
cerebral vascular accident was responsible 
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for the bizarre abdominal symptoms in this 
case. 

The patient was given Belbarb to relax 
the possible splenic flexure spasms, and 
mixed vitamins to supplement a probable in- 
adequate diet, and was sent back to the re- 
ferring physician. 


Reference 
1. Alvarez, W. C.: Nervousness, Indigestion and Pain, New 
York & London, Paul B. Hoeber, 1943, p. 101. 


THE MANAGEMENT OF TRAUMATIC 
WOUNDS OF THE UPPER ABDOMEN 


F. M. SIMMONS PATTERSON, M.D., F.A.C.S. 
NEW BERN 


The upper abdomen may be defined as 
that portion of the abdomen between the dis 
aphragm and a line crossing the abdomen 
transversely at the lower part of the tenth 
costal arch. In this area are located the liver, 
gallbladder, stomach, transverse colon, duo- 
denum, duodenojejunal junction, the adre- 
nal glands, the greater portions of the pan- 
creas, spleen, and kidneys, and many large 
blood vessels. Any of these structures may 
be damaged by trauma to the upper abdo- 
men. 

It has been my experience that the liver 
is the structure most often injured in trau- 
matic wounds of the upper abdomen. The 
reason is easily understood when it is real- 
ized that the liver is the largest gland in the 
body, that it is a fixed, relatively immobile, 
solid viscus; that it is soft and friable, and 
that it is quite vascular and easily lacerated. 

I have found also that injuries of the liver 
commonly involve adjacent abdominal or 
thoracic structures. In the upper part of the 
abdomen are many large major blood vessels, 
injury to any of which may cause instant 
death. Furthermore, penetrating wounds of 
the abdomen or chest at certain levels fre- 
quently involve both cavities. Thus it is likely 
that more than one structure will be dam- 
aged by a traumatic wound in the upper part 
of the abdomen. 

Statistics show that when the liver is in- 
jured, complicating injuries most often in- 
volve the diaphragm or lung, and less fre- 


Read before the Section on Surgery, Medical Society 
State of North Carolina, Pinehurst, "Nia. 8 oo 


y 18, 1058. 


NORTH CAROLINA MEDICAL JOURNAL 


March, 1954 


Table 1 
Injuries Complicating Wounds of the Liver 
in 15 Cases 
Site 
Stomach . 
Spleen ... 
Lung .. 
Transverse Colon ......... 
Kidney ...... 


Re 


quently the stomach, pancreas, spleen, kid- 
neys, or duodenum. 

During the past five years I have encoun- 
tered 15 cases of traumatic wounds to the 
liver, with or without injuries to adjacent 
structures. The complicating injuries are 
shown in table 1. 

Gunshot wounds of the liver are especially 
likely to injure adjacent organs. In my series 
of 10 such cases, 8, or 80 per cent of the 
cases, involved such injuries. 


Initial Measures 


When there has been a traumatic wound 
of the upper abdomen, the possibility of in- 
jury to more than one structure must always 
be considered. If there are signs of intra- 
peritoneal injury, operation should be per- 
formed as soon as possible. Shock must be 
combatted, whole blood being preferable to 
plasma. Pain must be alleviated and appro- 
priate preoperative medication administered. 
A Levin tube should be inserted into the 
stomach. The type of anesthesia to be em- 
ployed depends on many factors, such as the 
condition of the patient and the experience 
and training of the anesthetist. Intravenous 
fluids should be administered during the op- 
erative procedure. A paramedian incision is 
recommended, since it can be rapidly made, 
affords adequate exposure, and is easy to 
extend. 


Surgical Procedures Involving the Liver 

and Adjacent Structures 

When the peritoneal cavity has been en- 
tered, a systematic exploration must be per- 
formed in order to determine the sites of in- 
jury and the correct surgical procedures to 
be employed. 

When the liver is damaged, brisk hemor- 
rhage is usually encountered. Free intraper- 
itoneal blood should be removed by suction. 
Personally, I have obtained excellent results 
by suturing the liver loosely with interrupt- 
ed catgut on large blunt needles. The use of 
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hemostatic agents such as Gelfoam or oxi- 
dized cellulose has been of great help. 

Occasionally in extensive injury the omen- 
tum must be placed over the injury and su- 
tures tied over it loosely. In three instances 
I found it necessary to pack the liver wound 
with gauze for hemostasis. This should not 
be done unless absolutely necessary because 
of the danger of infection and the likelihood 
of hemorrhage when the gauze is removed. 
If gauze packing is employed, it should be 
removed on the eighth to tenth postoperative 
day. 

Injuries to adjacent structures should be 
handled according to the findings at explora- 
tion and to the judgment of the surgeon. If 
the diaphragm has been torn loose from its 
anterior attachments, as occurred in 2 of my 
cases, the diaphragm should be re-attached 
to the anterior abdominal wall with inter- 
rupted sutures of silk. Perforations of the 
diaphragm should be closed. Perforating 


wounds of the stomach must be sutured with 
the knowledge that there is usually a wound 
of exit as well as entrance. Wounds of the 
omentum are treated by ligation of bleeding 
points and approximation of defects. If the 


spleen is lacerated, splenectomy is the treat- 
ment of choice. In wounds of the pancreas, 
occasionally the capsule may be repaired if 
the laceration is small. Since attempts to su- 
ture the pancreas are rarely feasible, the 
management of pancreatic injuries is usually 
limited to control of hemorrhage, evacua- 
tion of hematomas, and adequate drainage. 
Wounds of the duodenum and jejunum must 
be closed. By releasing the lateral attach- 
ment of the duodenum and then reflecting 
the duodenum mesially, adequate exposure 
of duodenal injuries is obtained. Depending 
on the severity of a wound of the transverse 
colon, the wound may be closed or a colos- 
tomy done. Damage to a kidney may or may 
not require nephrectomy. In penetrating 
wounds of the upper abdomen, especially 
when the liver or pancreas has been injured, 
drainage of the peritoneal cavity is indicated. 
The operative procedures employed in my 
series of 15 cases are shown in table 2. 


Postoperative Care 


The postoperative care of these patients 
is all important. Intranasal oxygen may be 
necessary in the early postoperative period. 
Electrolyte balance must be maintained by 
proper intravenous fluids. Appropriate anti- 
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Table 2 
Operative Procedures Employed in 15 Cases 


Procedure 
Liver sutured with catgut . co Ae 
Liver sutured with catgut 

plus use of gel-foam 
Liver packed with iodoform gauze 
Closure of perforations of stomach 
Splenectomy . 
Closure of perforations of diaphragm cs 
Suturing of diaphragm to 

anterior abdominal wall 
Exteriorization of transverse colon 
Tamponade of pancreas .......... 


biotics must be employed. Whole blood trans- 
fusions are often necessary. Drainage by 
Wangensteen suction should be maintained 
as long as the patient’s condition warrants. 

The complications that may occur in liver 
injuries are: 

1. Secondary hemorrhage 

2. Peritonitis 

3. Pleural effusion or empyema in the 

presence of associated thoracic injury 

4. Thrombosis of the portal vein 

5. Hepatic abscess 

6. Acute yellow atrophy 

My series included 3 instances of pleural 
effusion and 1 of empyema, all 4 complica- 
tions being in thoraco-abdominal injuries. 


Mortality 

The causes of early death in traumatic 
wounds of the upper abdomen—that is, with- 
in 48 hours of the time of injury—are shock 
and hemorrhage. The late causes of death 
are secondary hemorrhage, peritonitis, or 
sepsis. In my series of 15 cases of traumatic 
wounds of the upper abdomen, there was 1 
death or a mortality of 6.6 per cent. This 
fatality occurred in a case of multiple gun- 
shot wounds of the liver, spleen, stomach, 
transverse colon, diaphragm, and left lung. 


Summary 
Fifteen cases of traumatic wounds of the 
upper abdomen are reported, with emphasis 
on the management of these injuries. 


Prepaid Medical Service Plans: Somehow, eventu- 
ally, prepaid physici must operate on a basis of re- 
turning to a physician the true value of his services, 
without the loophbention that the remainder consti- 
tutes the physician’s contribution to the Cause. 
When prepaid medical care is no longer thought of 
as a cut rate medical care, we will have gained un- 
grudging support from many doctors now lukewarm 
toward all plans.—Hodges, T.: Address to mem- 
bers of the House of Delegates of the Montana 
Medical Association assembled as the Administra- 
tive Body of Montana Physicians’ Service, Billings, 
Montana, September, 1953. 
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CAT SCRATCH DISEASE 
Clinical Case Report 


LEON J. TAUBENHAUS, M.D. 
SHALLOTTE 


Cat scratch disease, an ulceroglandular 
disease entity following the scratch of a cat, 
was first recognized by Foshay, in France, 
in 1932. Hangar and Rose prepared the first 
specific antigen in 1945, and Debre, in 1950, 
published the first case report. The first 
American case report was by Greer and Kee- 
fer in 1951. Daniels and MacMurray‘! have 
published a series of 60 cases occurring in 
the United States, with an excellent discus- 
sion of the symptomatology and pathology of 
the disease. Cases have been reported in 
Europe, Asia, and America, including 15 in 
the United States'?. 

This disease, probably of viral origin, is 
characterized by a history of cat scratch or 
contact, the presence of a primary lesion 
either cutaneous or mucosal, a varying de- 
gree of lymphadenopathy, and varying de- 
grees of constitutional symptoms. It runs 
a benign course, lasting from several weeks 
to several months. Diagnosis is established 
by skin testing with an intradermal injec- 
tion of antigen prepared from pus or mac- 
erated lymph nodes of a patient having the 
disease. 

The following case is probably the first 
established case of cat scratch disease re- 
ported from Southeastern North Carolina. 


Case Report 

The patient was first seen by me on Sep- 
tember 21, 1953, because of a large, firm, 
freely movable, slightly tender, left femoral 
lymph node about 1 by 2 inches in size, His 
temperature was 100 F., and he had a 
measles-like rash on the trunk and anterior 
surface of the upper extremities. His mother 
stated that he had complained of headache 
for several days, and that she had noted an- 
orexia and listlessness during this period. 
The rash had started on September 19, and 
was gradually increasing. She had noted the 
large gland for the past two days. She stated 
that the boy had played with several kittens 
during the past three months, and had been 
scratched on his right wrist a week previ- 
ously. Two other siblings were healthy, but 
they did not often play with the kittens. His 
past and family histories were noncontribu- 
tory. 
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Physical examination revealed a 7 year 
old white boy who did not appear ill. Aside 
from the above mentioned findings, enlarged 
tonsils were the only abnormality noted. 
There was neither spenomegaly nor general- 
ized adenopathy. 

The child was given a dozen 250 mg. cap- 
sules of Aureomycin and directed to take one 
three times daily, and was sent home to bed. 
He returned to the office on September 25 
with left posterior cervical adenopathy in 
addition to the femoral adenopathy. He felt 
well and was afebrile. The rash had almost 
faded. He was seen next on September 30, 
and appeared quite well. The cervical aden- 
opathy had disappeared and the femoral 
gland had decreased in size. At this time 
0.1 cc. of cat scratch antigen* was injected 
intradermally. Forty-eignt hours later the 
skin test was positive, showing a papule 14 
cm. in diameter surrounded by an erythema- 
tous areola 114 em. in diameter. 

The following additional laboratory pro- 
cedures have been performed on this patient 
and were all negative: agglutination tests 
for typhoid, paratyphoid, tularemia, meliten- 
sis, and Proteus X19 and X 2; heterophile 
agglutination, Frei test, tuberculin test, and 
serologic tests. 

Conclusion 

In rural practice in Southeastern North 
Carolina, local lymphadenitis, especially in 
children, with and without suppuration, is 
not infrequent. It is possible that many of 
these cases are cat scratch disease and that 
this condition is fairly common in this area. 


*This antigen was kindly supplied by Drs. W. B. Daniels 
and F. J. MacMurray. 


References 


1. Daniels, W. B., and MacMurray, F. J.: Cat Scratch Dis- 
ease, Ann. Int. Med. 87:4:697-713 (Oct.) 1952. 

2. Rosenblum, H.: Cat Scratch Disease, Am. Pract. & Dig. 
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It is disappointing, indeed, to hear those who 
should be informed advocate that we increase the 
enrollment of existing medical schools, already oper- 
ating at greater than capacity, without safeguards 
for the maintenance of proper standards of training, 
on the general theory that the overproduction of 
physicians would force the surplus doctors in areas 
where physicians appear to be needed. No one dis- 
putes the fact that there are sections of the country 
that have a shortage of health personnel, particu- 
larly in the smaller communities, but this problem 
is more a matter of distribution than total numbers. 
—Rappleye, W. C.: The Struggle to Maintain Stan- 
dards, The Pharos 17:5 (Nov.) 1953. 
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GAMMA GLOBULIN OF DOUBTFUL 
VALUE FOR POLIO PROPHYLAXIS 


During the polio epidemic this summer, 
North Carolina was one of the 13 states in 
which gamma globulin was used as a prophy- 
latic measure. Altogether, about 185,000 chil- 
dren were given GG injections, and a num- 
ber of people who have been in close contact 
with polio victims were also given it as a 
prophylactic measure. Naturally there has 
been a great deal of interest in the effective- 
ness of this program. 


A 20-member committee was asked by the 
U.S. Public Health Service to evaluate the 
effectiveness of gamma globulin. The lengthy 
report of the committee was boiled down to 
the following Associated Press statement: 
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Observation of the 23 communities in which 
mass inoculation of children was carried out 
did not provide enough information to permit 
the committee to conclude whether or not gam- 
ma globulin had an effect in preventing or 
alleviating the disease when used in this way, 
the committee said. 

Among the cities where gamma globulin was 
administered on a mass basis to all children 
last summer, the committee’s report said that 
in most of them the inoculations were given 
after the peak of the epidemic had been passed, 
so there was little chance to demonstrate an 
effect of gamma globulin in modifying the 
epidemic. 

The committee expressed the opinion that 
demonstration of the efficacy of gamma globu- 
lin under the conditions pertaining to mass 
inoculations would require larger experience 
with greater opportunity for scientific obser- 
vation. 

The committee did find, however, that the 
‘family contact’ use of gamma globulin, where 
members of the household of a polio case were 
inoculated as soon as the illness was recog- 
nized, did not measurably reduce the number 
of subsequent paralytic cases in these house- 


holds. 


Moreover, the committee said their study of 
the family contact use indicated that when gam- 
ma globulin was administered to exposed per- 
sons before they came down with paralytic 
polio, there was no measurable effect on the 
severity of the ensuing paralysis. 


While it is to be regretted that gamma 
globulin has not proved to be an unqualified 
success, it is important for medical men, 
especially family doctors, to be armed with 
this committee’s statement when they are 
pressed by panic-stricken parents to give 
gamma globulin to their children. It is to be 
hoped that the vaccine prepared by Dr. 
Jonas Salk will live up to its advance notices, 
The vaccine should, if it comes up to expec- 
tations, give much longer immunity than 
gamma globulin was expected to confer. 


It is also good to know that gamma glob- 
ulin is still considered effective against 
measles and infectious hepatitis. There 
should be enough available for use in these 
conditions, Its value in measles is limited by 
the difficulty in determining the exact time 
of exposure an individual has during an epi- 
demic. For this reason, it is unlikely that the 
demand for GG in quantities will ever be as 
urgent during a measles epidemic as it is 
during a polio epidemic. 


* * 
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MEDICAL SCHOOL ADMISSION 
REQUIREMENTS 

An important conference was held in the 
amphitheater of the Bowman Gray School of 
Medicine on Monday, March 1. Representa- 
tives from Duke and Carolina and from the 
various colleges in the state had been in- 
vited to hear Dr. William E. Cadbury, dean 
of Haverford College, discuss the admission 
requirements of medical schools as seen from 
the standpoint of the liberal arts college. Dr. 
Cadbury, as associate director of the sub- 
committee to study preprofessional educa- 
tion, took part in the survey of medical edu- 
cation which was recently completed by a 
joint committee from the Association of 
American Medical Colleges and the Council 
on Medical Education and Hospitals of the 
A.M.A. At Bowman Gray he spoke inform- 
ally of the impressions formed oy the mem- 
bers of his committee concerning the best 
use the preprofessional student could make 
of his time while in a liberal arts college. 

Dr. Cadbury's conclusions were in accord 
with those expressed by Dr. Severinghaus in 
his talk to the Congress on Medical Educa- 
tion and Licensure in Chicago in February. 
Both men agreed that there was a definite 
trend toward more liberal admission require- 
ments for medical schools—with decreased 
emphasis on the sciences and increased stress 
on the more cultural subjects, such as Eng- 
lish, modern languages, history, philosophy, 
and mathematics. Dr. Cadbury felt that the 
premedical student would be greatly bene- 
fited by taking a more liberal education; 
that a student should not be forced to de- 
cide on medicine as a profession at the be- 
ginning of his college career; and that this 
revised pattern for admission requirements 
would encourage more students to take a full 
four-year A.B. course in college before en- 
tering a medical school. He did not approve 
of the hybrid form of education in which 
the student is given a B.S. in medicine at the 
end of his first year in medical school. 

The discussion that followed Dr. Cad- 
bury’s remarks was stimulating and inform- 
ing. The great majority of those present 
agreed, wholly or in part, with Dr. Cadbury. 
No official action was taken by the group, 
but since the meeting the Bowman Gray ad- 
missions committee has been instructed to 
prepare recommendations for revising the 
admission requirements. It is almost certain 
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that they will in the future require only a 
minimum of science, and will give full credit 
for more truly cultural subjects. It is highly 
probable too that medical schools throughout 
the country will follow this trend, and that 
the distinction between ‘“‘premedical” and 
other college students will be less and less 
marked. 

For generations the physician has been 
traditionally considered an educated man. 
Medical educators should make every effort 
to see that this reputation is maintained. 


* 


JUSTIFIED INDIGNATION 


In the News and Observer for March 7, 
Nell Battle Lewis devoted most of her al- 
ways interesting column to a vehement pro- 
test against the glaring injustice done the 
North Carolina State Board of Health and 
especially her father, the late Dr. Richard 
Henry Lewis. Miss Battle points out that in 
their 590-page history of North Carolina 
just off the press, Dr. Hugh Talmage Lefler 
and Dr. Albert Ray Newsome devoted only 
a single paragraph of 245 words to the State 
Board of Health. What Miss Lewis writes is 
of such interest to the doctors of North Caro- 
lina that this JOURNAL is quoting her exact 
words on the subject. It is quite appropriate 
to give this information on the eve of the 
centennial meeting of our State Society. 


In this thick volume of 590 pages there are 
approximately 255,300 words. Of these, 245 are 
given to the North Carolina State Board of 
Health, in one paragraph. And nary a name is 
called—not one! As far as this history goes, the 
public health officials of this State might just 
as well not have lived—Dr. Thomas Fanning 
Wood, my father, Dr. Watson S. Rankin, Dr. 
Clarence Shore, Dr. George M. Cooper, Dr. J. J. 
Laughinghouse, Dr. James M. Parrott, Dr. John 
A. Ferrell, Dr. Carl V. Reynolds, Dr. Roy Nor- 
ton, Dr. John H. Hamilton. Two hundred and 
forty-five words about the State Board of 
Health in this “modern, scholarly, up-to-date 
history of North Carolina!” 

The sentence in Dr. Lefler’s history to which 
I take special umbrage is the one with which he 
opens his brief paragraph on the State Board 
of Health: “The state waged unremitting war 
on disease and was active in promoting public 
health after 1909, when it provided the State 
Board of Health with a full-time secretary and 
an appropriation of $10,500.” Nothing had been 
done before that, of course—nothing at all! 


The State Board of Health was established in 
1877. Dr. Thomas Fanning Wood, of Wilming- 
ton, was its first Secretary. After Dr. Wood 
died, in 1892 my father became the second Sec- 
retary, a part-time one, of course. For 17 years, 
until 1909, he served in that capacity. The an- 
nual appropriation of the State Board of Health 
during those years was $2,000, which makes it 
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all the more remarkable that the pioneer public 
health work done in North Carolina under his 
direction should have gained not only national 
but also international recognition by his elec- 
tion as President of the American Public Health 
Association and also as President of the Con- 
ference of State and Provincial Boards of 
Health of North America, which included those 
of the United States, Canada, Mexico, and 
Panama. It was largely through his efforts that 
provision was made for a full-time health officer 
in 1909. Dr. Watson S. Rankin was his choice 
to succeed him. One of the most significant de- 
velopments during his tenure of office was the 
establishment, in 1905, of the State Laboratory 
of Hygiene, for which he was largely respon- 
sible, with Dr. Clarence Shore as Director. 


* 


ANNUAL CONGRESS ON MEDICAL 
EDUCATION AND LICENSURE 

The fiftieth Congress on Medical Educa- 
tion was held in Chicago, February 7-9, 
with more than 600 in attendance. The Con- 
gress was sponsored by the Council on Medi- 
cal education and Hospitals of the A.M.A. 
the Federation of State Medical Boards, and 
the Advisory Board for Medical Specialties. 

The high lights of the program were: 

1. The medical education survey, with par- 
ticular emphasis upon preprofessional edu- 
cation. (This is discussed in another edi- 
torial.) 

2. The problem of licensing graduates of 
foreign schools. It is recognized that the in- 
flux of graduates from European schools will 
increase, and that it is important to evalu- 
ate each applicant from an individual stand- 
point. Dr. Stiles D. Ezell, secretary of the 
New York Board of Medical Examiners, 
gave a masterly discussion of this problem. 

3. Postgraduate medical education. This 
subject was discussed at length, and the re- 
quirement of the Academy of General Prac- 
tice that each member take 150 hours of 
postgraduate training every three years was 
commended. 

4. The American Medical Education 
Foundation and the national fund for medi- 
cal education. The steady growth of this fund 
was pointed out by Dr. Louis Bauer and Mr. 
William C. Stolk. It was felt that this method 
of financing medical schools is far more sat- 
isfactory than dependence upon the federal 
government. 

One of the best received addresses on the 
program was that of Dr. Edward J. McCor- 
mick, president of the American Medical 
Association. He said that public relations for 
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medicine must begin in colleges and in medi- 
cal schools. “We are giving the finest scien- 
tific training in the world, but the student 
needs training in medical ethics and eco- 
nomics . . . We must return to the fact that 
our founding fathers recognized a Supreme 
Being and the dignity of the individual man. 
We must teach medical ethics and morals— 
call it religion, if you will.’”’ The physician, 
he said, should be so thoroughly indoctrin- 
ated in the basic principles of ethics that we 
would have no fear about our public rela- 
tions. One physician told Dr. McCormick 
that his address was a better sermon than 
the one he had heard in church the day 
before. 

As a fitting climax to the Congress, our 
own Dr. Joesph J. Combs was elected a mem- 
ber of the executive committee of the Fed- 
eration of the State Medical Boards of the 
United States. 


ok 


DR. JOSEPH COMBS HONORED 


At the annual meeting of the Federation 
of State Medical Boards, held on February 
8 and 9, Dr. Joseph J. Combs of Raleigh was 
elected a member of the executive commit- 
tee of the Federation. Since there are only 
three other members, besides the officers of 
the Association, on this committee, his elec- 
tion is a distinct honor for Dr. Combs and 
for North Carolina. 

Dr. Combs is secretary of the North Caro- 
lina State Board of Medical Examiners. His 
recent national recognition was not a sur- 
prise to his friends, but it is a source of grat- 
ification for doctors in this state. 


* 


FILLING OUT INSURANCE 
CLAIM BLANKS 


A recent communication from an insur- 
ance agent emphasizes the importance of 
care in filling out blanks for hospitalization, 
health, and accident claims. Reference is 
made to two cases in which the information 
supplied was either inaccurate or incomplete. 
Both instances resulted in delayed payment 
of claim. 

Greater care in filling out these blanks not 
only will benefit the insurance company and 
the patient, but will enable the doctor to 
collect his bill more promptly. 
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BULLETIN BOARD 


COMING MEETINGS 


Conference on the Treatment of Spinal Cord In- 
juries—Duke Hospital, April 8 and 9. 

Brodie C. Nalle Lectures—Hotel Barringer, Char- 
lotte, on the afternoon and evening of Friday, 
April 23. 

Medical Society of the State of North Carolina, 
Centennial Meeting—Pinehurst, May 3, 4, and 5. 

Duke Medical Alumni Luncheon — Pinehurst, 
May 4. 

North Carolina Conference on Handicapped Chil- 
dren—North Carolina Memorial Hospital, Chapel 
Hill, May 27 and 28. 

American Heart Association, Annual Meeting— 
Conrad Hilton Hotel, Chicago, April 1-4. 

Conference on Cancer Cytology—Miami, Florida, 
April 21-24, 

Eastern States Health Education Conference — 
The New York Academy of Medicine, New York 
City, April 29-30. 


PRELIMINARY PROGRAM 
of the 
ONE HUNDREDTH ANNUAL SESSION 
The Medical Society 
of the 
State of North Carolina 
May 3, 4, 5, 1954 
PINEHURST, NORTH CAROLINA 
Headquarters—Hotel Carolina 


RESUME OF PROGRAM 


SUNDAY, MAY 2, 1954 
9:00 A.M.--Installation of Exhibits--Scientifie and Technical 
10:00 A.M.-Executive Council Meeting (Small Card Room) 
2:00 P.M.--Audio-visual Postgraduate Instructional Program 
8:00 P.M.-Memorial Service 
Solo Selection: Mr. Norman Cordon, Chapel Hill 
Address: Dr. KE. A, Beaty, Davidson 


MONDAY, MAY 8, 1954 

9:00 A.M. Registration Booth opens (Front lobby) 

A.M.—N. Board Medical Examiners 
(Small Card Room) 

A.M. Technical Exhibits open 
(West Porches and Centennial tented area) 

10:00 A.M. Postgraduate Instructional Courses 
(Large Card Room) 

10:30 A.M, Auxiliary, Finance Committee (Dutch Room) 

11:80 A.M. Auxiliary, Executive Committee Meeting 
(Dutch Room) 

1:00 P.M. —Selentifie Exhibits open 
(East porches and History Museum in tented area) 

1:30 P.M. Postgraduate Instructional Courses 
Audio-visual Program (Large Card Room) 

2:00 P.M.--First Meeting HOUSE OF DELEGATES 
(Ball Room) 

2:30 P.M. Auxiliary, Executive Board Meeting 
(Pinehurst Country Club) 

5:30 PLM, poterpnanten, House of Delegates of Medical 
Society 

5:40 P.M, Social Hour, Medical College of Virginia Alumni 
Association (Pine Room) 

6:00 P.M.--Seientific and Technical Exhibits close 

6:00 P.M. Dinner, Medical College of Virginia 
(Crystal Room) 

8:00 P.M. House of Delegates of Medical Society 
Reconvenes (Ball Room) 

9:00 P.M. Medical Auxiliary Bingo Party (Pine Room) 

TUESDAY, MAY 4, 1954 

7:30 A.M,-Officers’ Breakfast (Crystal Room) 

4:00 A.M. Registration opens (Front Lobby) 

8:45 A.M.-Technical Exhibits open 
(West Porches and Tented Area) 

9:00 A.M. Auxiliary, Annual Meeting of House of Delegates 
and Annual General Meeting (Pine Room) 

0:10 A.M.--First General Session (Ball Room) 

1:00 P.M. Auxiliary Executive Board Luncheon 
(Pinehurst Country Club) 
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1:00 P.M.—Medical Alumni Luncheons 
(Schedule and places to be announced in official 
program) 
1:00 P.M.—Medical Skeet Shoot (Pinehurst Gun Club— 
North of Village) 
(Register at General Registration Booth) 
2:00 P.M.—-Scientific Section Meetings -Medical Society: 
Section on Surgery (Ball Room) 
Section on Obstetrics and Gynecology 
(Large Card Room) 
Section on Radiology (Pine Room) 
Section on Neurology and Psychiatry (Theatre) 
Section on Pathology (Village Chapel) 
3:00 P.M.—Medical Auxiliary Fashion Show and Tea 
(Pinehurst Country Club) 
7:00 P.M.—President’s Dinner (Main Dining Room) 
0:00 Show (Ball Room) 
11:20 P.M.—President’s Ball (Ball Room) 
2:00 A.M.—(Finale) 


WEDNESDAY, MAY 5, 1954 
A.M.-Breakfast--N. Academy Preventive Medicine 
and Public Health 
(Gray Fox Restaurant —in the Village) 
8:00 A.M.—-Registration Booth opens (Front Lobby) 
8:00 A.M.—-Editorial Board Breakfast special group of ten 
(Main Dining Room) 
8:45 A.M.-Exhibits Open 
9 
4 


x 
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(West Porches— East Porches Tented Area) 
:00 A.M.—Breakfast, Medical Auxiliary Executive Officers 
(Stag Room) 
:00 A.M.--Second General Session (Ball Room) 
10:00 A.M.—Bridge Party Medical Auxiliary 
(Large Card Room) 
10:55 A.M.-Elections, The Medical Society (Ball Room) 
11:20 A.M.Conjoint Session with State Board of Health of 
North Carolina (Ball Room) 
11:45 A.M.—Reconvening of General Session (Ball Room) 
12:00 Noon—Awarding of Prizes (Ball Room) 
1:00 P.M.-Medical Alumni Luncheons 
(Schedule and places to be announced in official 
program ) 
2:30 P.M.—Second Meeting HOUSE OF DELEGATES 
(Small Card Room) 
2:30 P.M.-Seientific Section Meetings, The Medical Society: 
Section on Practice of Medicine and Surgery 
(Ball Room) 
Section on Ophthalmology and Otolaryngology 
(Pine Room) 
Section on Practice of Medicine 
(Large Card Room) 
Section on Pediatrics (The Theatre) 
Section on Anesthesia (Dutch Room) 
Section on Public Health and Education 
(Village Chapel) 
5:00 P.M.—Third General Session (Ball Room) 
Presentations First Fifty Year Club 
Installation of Officers 
Adjournment—Sine Die 


PROGRAM OF THE MEDICAL 
SOCIETY 


SUNDAY, MAY 2, 1954 

10:00 A.M.—Executive Council Meeting (Small Card 
Room) 

2:00 P.M.—Postgraduate Instructional Course and 

Audio-Visual Program (Especially ar- 
ranged for those arriving early. This 
instruction accredited to postgraduate 
hours, Hotel check-in at noon.) (Large 
Card Room) 
Lenox D. Baker, M.D., Chairman, Com- 
mittee on Postgraduate Instruction and 
Audio-Visual Program, Durham 

2 to 4 P.M.—Instructional Course in Obstetrics 


and Pediatrics — Amos N. Johnson, 
M.D., Garland, Moderator and Chair- 
man 


4 to 5 P.M.—Audio-Visual Program (Subjects to 
be announced.) —J. Leonard Goldner, 
M.D., Moderator and Chairman, Dur- 
ham 

8:00 P.M.—Memorial Service, Charles H. Pugh, 
M.D., Chairman, Presiding. 
An Address: Dr. Ernest A. Beaty, Da- 
vidson, N, C. (The Assembly Room) 


¥ 
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MONDAY, MAY 3, 1954 

9:00 A.M.—General Registration opens, Booth 
(Front Lobby) (Society Members, Dele- 
gates, Officials, Guests, Auxiliary 
Members, Technical and Scientific Ex- 
hibitors will register in this area.) 

9:00 AMM.—NORTH CAROLINA BOARD OF 
MEDICAL EXAMINERS — Meets for 
business and hearings (Small Card 
Room) 

9:00 A.M.—Technical Exhibits open (West porches 
and Centennial tent area) ; 

10:00 A.M.—Postgraduate Instructional Course and 
Audio-Visual Program (continuation 
from May 2 above) (Large Card Room) 

9 to 10 A.M.—Audio-visual program (Subject to 
be announced) — J. Leonard Goldner, 
M.D., Moderator and Chairman, Dur- 
ham 

10 to 12 Noon — Instructional Course in General 
Surgery — W. Walton Kitchin, M.D., 
Moderator and Chairman, Clinton 

10:30 A.M.—Auxiliary, Committee on Finance 
(Dutch Room) 

11:30 A.M.—Auxiliary, Executive Committee Meet- 
ing (Dutch Room) 

1:00 P.M.—Scientific Exhibits open; Centennial 
Displays of Medical History open (East 
porches and in the Centennial tent 
area) 

P.M.—Postgraduate Instructional Course and 
Audio-Visual Program 

to 3 P.M.—Audio-visual program (Subject to 
be announced.) —J. Leonard Goldner, 
M.D., Moderator and Chairman 

5 P.M.—Instructional Course in Fractures— 
Everett I, Bugg, M.D., Moderator and 
Chairman 

P.M.—First Meeting THE HOUSE OF DELE- 
GATES of the Medical Society — G. 
Westbrook Murphy, M.D., Speaker, 
presiding. (The Ball Room) 

P.M.—The Auxiliary, Meeting of Executive 
Board (Pinehurst Country Club) 

P.M.—Intermission, House of Delegates of 
the Medical Society 

P.M.—Social Hour, Medical College of Vir- 
ginia Alumni Association (The Pine 


oom 
P.M.—Dinner, Medical College of Virginia 
Alumni Association (Crystal Room) 
P.M.—Scientific and Technical Exhibits close 
(under supervision of official watch- 
men throughout night) 
P.M.—HOUSE OF DELEGATES of Medical 
Society reconvenes (The Ball Room) 
P.M.—Medical Auxiliary Bingo Party (Large 
Card Room) 


TUESDAY, MAY 4, 1954 
BREAKFAST FOR OFFICERS OF STATE 
AND COUNTY SOCIETIES 
7:30 A.M.—AIl county society officers and state 
society officials will assemble in Crys- 
tal Room (prior to opening of general 

dining room). 

7:45 A.M.—Breakfast for Officers (Crystal Room) 
President Joseph A. Elliott, M.D., pre- 
siding 

M.—Address: Doctors Must Be Teachers— 
W. W. Bauer, M.D., Director, Bureau 
of Health Education of American Med- 
ical Association, Chicago 

8:50 A.M.—Announcements 

8:55 A.M.—Adjournment 


8:20 A. 
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FIRST GENERAL SESSION 
TUESDAY, MAY 4, 1954 
(Ball Room) 

9:10 A.M.—Call to Order, Millard D. 
Chairman, Committee on 
ments 
Invocation: Rev. W. A. Tew, Page 
Memorial Methodist Church, Aberdeen 
Announcements: Secretary Hill 
Recognition and presentation of Presi- 
dent Joseph A. Elliott, Charlotte 

9:15 A.M.—Recognition of distinguished guests 

9:25 A.M.—Report of Committee on Scientific 
Awards: William S. Dosher, M.D., As- 
sociate Chairman, Committee on Sci- 
entific Awards, Wilmington 
J. O. Williams, M.D., Concord 
Rowland T. Bellows, M.D., Charlotte 
Verne S. Caviness, M.D., Raleigh 

A.M.—The Importance of the Early Recogni- 
tion and Treatment of Toxemia of 
Pregnancy — W. Norman Thornton, 
M.D., Professor of Obstetrics and Gyn- 
ecology, University of Virginia, Char- 
lottesville (From Section on Obstetrics 
and Gynecology) 

10:00 A.M.—Address: Aspects of Medical Problems 
in the Nation—Walter B. Martin, M.D., 
President-Elect American Medical As- 
sociation, Norfolk 

10:30 A.M.—Address: A.M.A. and Its Services to 
the Membership—George F. Lull, M.D., 
Secretary and General Manager of the 
American Medical Association, Chicago 

11:00 A.M.—Talking to Patients—Harley Shands, 
M.D., Department of Psychiatry, Uni- 
versity of North Carolina Medical 
School, Chapel Hill (From Section on 
Neurology and Psychiatry) 

—‘‘Past, Present and Future — A Con- 
tinuity” (A tribute to the Centennial 
of Annual Sessions) Paul F, Whitaker, 
M.D., Kinston, N. C. 

“Radiological Milestones in the Relief 

of Cancer”—J. Robert Andrews, M.D., 

Chairman, Section on Radiology, Bow- 

man Gray School of Medicine, Winston- 

Salem (From Section on Radiology) 

12:00 noon—Announcements 

12:05 P.M.—Adjournment 


Hill, M.D., 
Arrange- 


A.M. 


ALUMNI LUNCHEONS 
Tuesday, May 4, 1:00 P.M. 
(The Pine Needles) 

Duke University Medical School Alumni Luncheon. 
T. L. Peele, M.D., Secretary, Box 3811, Duke Hos- 
pital, Durham. Complete luncheon fee $3.00—No- 
tify the Secretary for reservations. 

University of Pennsylvania Medical Alumni Lunch- 
eon. 


SECTION ON SURGERY 
Tuesday, May 4, 2:30 P.M. 
(Ball Room) 
William H. Hollister, M.D., Chairman, Pinehurst 
A Panel Discussion: DISEASES OF THE BREAST 
1. The Lumpy or Tender Breast 
2. Serous or Bloody Discharges from the Nipple 
3. The Lump in the Breast 
4. X-ray Management of Lesions of the Breast 
Moderator: Clarence E. Gardner, Jr., M.D., F.A.C.S, 
Professor of Surgery, Duke University School of 
Medicine, Durham 
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Collaborators: Nathan A. Womack, M.D., F.A.C.S., 
Professor of Surgery, University of North Caro- 
lina School of Medicine, Chapel Hill. Assisted 
by Mr. Bernard Greenberg, Professor of Public 
Health, University of North Carolina School of 
Public Health, Chapel Hill 

G. Westbrook Murphy, M.D., F.A.C.S., Radiologist, 
Consultant in Radiology, Victory Hospital and 
State Hospital, Asheville 

Frank R. Johnston, M.D., Surgeon, Bowman Gray 
School of Medicine, Winston-Salem 

The History of Surgical Practice in North Carolina 

—Warner Wells, M.D., Assistant Professor of 

Surgery, University of North Carolina Medical 

School, Chapel Hill 

(Before Second General Session) 


SECTION ON OBSTETRICS AND GYNECOLOGY 
Tuesday, May 4, 2:30 P.M. 
(Large Card Room) 
Glenn S. Edgerton, M.D., Chairman, Charlotte 
Obstetrical Analgesia and Anesthesia—Richard L. 
Pearse, M.D., Durham 
Discussant: Carey Hedgpeth, M.D., Lumberton 
The Place of Podalic Version and Extraction in Ob- 
stetrics Today—Deborah C. Leary, M.D., Chapel 
Hill 
Discussant: Carey Hedgpeth, M.D., Lumberton 
Hyatidiform Mole and Toxemia of Pregnancy — 
James A. Crowell, M.D., Charlotte 
Discussant: Robert N. Creadick, M.D., Durham 
The Gynecological Aspects of Stress Incontinence 
of Urine—Jesse Caldwell, M.D., Gastonia 
Discussant: H, Fleming Fuller, M.D., Kinston 
Thromboplastin Complications in Obstetrics—James 
F. Donnelly, M.D., Winston-Salem 
Discussant: William S. Baker, Jr., MC, U.S.N., 
Camp Lejeune 
The Importance of the Early Recognition and Treat- 
ment of Toxemia in Pregnancy — W. Norman 
Thornton, M.D., Professor of Obstetrics and Gyne- 
cology, University of Virginia School of Medicine, 
Charlottesville 
(Before the First General Session) 


SECTION ON RADIOLOGY 
Tuesday, May 4, 2:30 P.M, 
(The Pine Room) 
J. Robert Andrews, M.D., Chairman, Winston-Salem 
The Pathology of Carcinoma of the Lung—Robert 
P. Morehead, M.D., Winston-Salem 
The Role of the Roentgen Examinations in the Early 
Detection of Lung Cancer — Eugene P. Pender- 
grass, M.D., Philadelphia, by invitation. 
Roentgen Changes Observed in Generalized Sclero- 
derma; a Report of 63 Cases.—Joseph A. Boyd, 
M.D., Durham 
Radiological Milestones in the Relief of Cancer— 
J. Robert Andrews, M.D., Winston-Salem 
(Before the First General Session) 


SECTION ON NEUROLOGY AND PSYCHIATRY 
Tuesday, May 4, 2:30 P.M, 
(The Theatre in the Village) 
Robert L. Craig, M.D., Chairman, Asheville 
The Changing Attitudes Toward Children in the 
Past Century—Alanson Hinman, M.D., Winston- 
Salem 
Medical and Surgical Treatment of the Convulsive 
Disorders—Richard L, Masland, M.D., Eben Alex- 
ander, Jr., M.D., Robert A. Griffin, M.D., and 
Charles H. Field, M.D., Winston-Salem 
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The Interrelationships Between Psychic and the 
Physical Factors in the Production of Mental IIl- 
ness in the Aged—Ewald W. Busse, M.D., Robert 
H. Barnes, M.D., and Albert J. Silverman, M.D., 
Durham 

Craniopharyngioma: Report of a Case with Com- 
plications.—William F. Hillier, M.D., Asheville 

Psychosomatic Conditions Occurring During Differ- 
ent Phases of Alcoholism—James J. Cathell, M.D., 
State Hospital, Butner 

Talking to Patients—Harley Shands, M.D., Depart- 
ment of Psychiatry, University of North Caro- 
lina Medical School, Chapel Hill 
(Before the First General Session) 


SECTION ON PATHOLOGY 
Tuesday, May 4, 2:30 P.M. 
(Village Chapel—Episcopal, by Highway No, 501) 
(Tentative) 
Thomas H. Byrnes, M.D., Chairman, Charlotte 
A Two Subject Presentation and Discussion on: 
1. Exfoliated Cytology—an essayist and prepared 
discussants 
2. on essayist and prepared discuss- 
ants 


PRESIDENT’S DINNER 
Tuesday, May 4, 1954 
(Main Dining Room) 

7:00 P.M.—Banquet 
Toastmaster, Verling K. Hart, M.D., 
Charlotte 
Invocation: Rev. C. P. Womack, Chap- 
lain, N. C. Sanatorium, McCain 

7:40 P.M.—Presentation of Guests 

7:45 P.M.—Recognition of the Presidents and Sec- 
retaries of the past 

8:10 P.M.—Address: 
President Joseph A. Elliott, M.D., 
Charlotte 

8:30 P.M.—Presentation of President’s Jewel 
John P, Kennedy, M.D., Charlotte 

8:40 P.M.—Address: Neurotics Are People 
Hilton S. Read, M.D., A.C.P., Chief of 
Internal Medicine and Residency Train- 
ing, Atlantic City Hospital, Atlantic 
City, New Jersey 

9:20 P.M.—Adjournment 

10:00 P.M.—Floor Show Entertainment 
Richard C. Ingram, Philadelphia 
Accompaniment by Johnny Long’s Mu- 
sical organization 

11:20 P.M. 


to 
2:00 A.M.—President’s Ball 
Johnny Long and His Orchestra—Mu- 
sic, Vocalists—Entertainment 


SECOND GENERAL SESSION 
Wednesday, May 5, 1954 
(Ball Room) 
Julian A, Moore, Vice President, presiding 

9:00 A.M.—Announcements 

9:05 A.M.—Historical Review of Bronchoscopy for 
Foreign Body, with Emphasis on some 
of the more Recent Advances in Tech- 
nique—A. A. Dorenbusch, M.D., Char- 
lotte (From Section on Ophthalmology 
and Otolaryngology) 
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9:20 A.M.—Progress in Humidification — Samuel 
F. Ravenel, M.D., Greensboro 
(From Section on Pediatrics) 

9:35 A.M.—Crippled Children—Meyer A, Perlstein, 
M.D., Pediatric Staff, Northwestern 
University and Cook County Hospital 
and Consultant on Cerebral Palsy, U.S. 
Children’s Bureau, Chicago, Ill. (From 
Section on Practice of Medicine and 
Surgery) 

9:55 A.M.—A Century of Medical Progress—Mon- 
roe T. Gilmour, Charlotte (From Sec- 
tion on Practice of Medicine) 

10:15 A.M.—The History of Surgical Practice in 
North Carolina — Warner L. Wells, 
M.D., Assistant Professor of Surgery, 
University of North Carolina Medical 
School, Chapel Hill (From Section on 
Surgery) 

10:35 A.M.—The Physician’s Role in Preventive 
Psychiatry—Roger Wm. Howell, M.D., 
Professor of Mental Health, School of 
Public Health, University of North 
Carolina, Chapel Hill 


10:50 A.LM.—A Recurrent Legislative Problem for 


the State Medical Society and the State 
Commission for the Blind—Alan Da- 
vidson, M.D., Committee Advisory to 
School Health, Medical Society of the 
State of North Carolina, New Bern 

11:05 A.M.—(Paper from Section on Pathology to 
be announced) 


CONJOINT SESSION 
Wednesday, May 5, 1954 
(Ball Room) 


11:20 A.M.—G. Grady Dixon, M.D., President of 
North Carolina State Board of Health, 
will preside over this meeting of the 
Medical Society of the State of North 
Carolina and the State Board of Health 


RECONVENING SECOND GENERAL SESSION 

11:45 A.M.—Elections 

12:00 noot—Award of Golf Prizes and Exhibit At- 
tendance Prizes 

12:15 P.M.—Adjournment 


SECOND MEETING OF THE 
HOUSE OF DELEGATES 
Wednesday, May 5, 2:30 P.M. 
(Small Card Room) 
(Agenda will be available) 


SECTION ON PRACTICE OF MEDICINE 
AND SURGERY 
Wednesday, May 5, 2:30 P.M. 
(Ball Room) 
John F. Foster, M.D., Chairman, Sanford 
Observations on the Aging Process—William M. 
Nicholson, M.D., Professor of Medicine, Duke Uni- 
versity Medical School, Durham 
The Antiphlogistic Ernest Yount, M.D., 
Bowman Gray School of Medicine, Winston-Salem 
Salem 
Further Studies in the Use of Rectal Sodium Pento- 
thal in Obstetrics—A review of 750 cases—Ernest 
W. Furgurson, M.D., Plymouth 
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Agranulocytosis—Jeffres G. Palmer, M.D., Univer- 
sity of North Carolina School of Medicine, Chapel 
Hill 

Home Treatment for Tuberculosis Versus Sanator- 
ium Treatment—William M. Peck, M.D., Associate 
Superintendent and Medical Director, North Caro- 
lina Sanatorium, McCain 

Heart Disease in Pregnancy — Walter Otis Duck, 
M.D., Mars Hill 

Crippled Children—Meyer A. Perlstein, M.D., Pedi- 
atric Staff, Northwestern University and Cook 
County Hospital and Consultant on Cerebral Pal- 
sy, U. S. Children’s Bureau, Chicago 
(Before the Second General Session) 


SECTION ON OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 
Wednesday, May 5, 2:30 P.M. 
(Pine Room) 
James C. Peele, M.D., Chairman, Kinston 
The New Hanover County Hearing Conservation 
Program—Charles S, Sales, M.D., Wilmington 
Diagnostic Considerations in Exophtha’mos—E. W. 
Larkin, Jr., M.D., Greenville 

The Parent and the Deaf Child — C. E. Rankin, 
Ph.D., North Carolina School for the Deaf, Mor- 
ganton 

Radiopaque Bronchographic Media in Animal Ob- 
servation—L. C. Smith, M.D., and J. A. Harrill, 
M.D., Bowman Gray School of Medicine, Winston- 
Salem 

Limbal Epithelioma—Robert E, Odom, M.D., 
ville 

Historical Review of Bronchoscopy and Esophaga- 
scopy for Foreign Body with Emphasis on Some 
of the More Recent Advances in Technique—A. A, 
Dorenbusch, M.D., Charlotte 
(Before the Second General Session) 


Ashe- 


SECTION ON PRACTICE OF MEDICINE 
Wednesday, May 5, 2:30 P.M, 
(Large Card Room) 
Richard Z. Query, M.D., Chairman, Charlotte 
Cluster Headache—E. Charles Kunkle, M.D., Duke 
University School of Medicine, Durham 
Cardiac Lesions Affecting the Central Nervous Sys- 
tem with Especial Reference to Synscope—Rob- 
ert L. McMillan, M.D., Bowman Gray School of 
Medicine, Winston-Salem 
Congestive Heart Failure— Eugene A. Stead, Jr., 
M.D., Professor of Medicine, Duke University 
School of Medicine, Durham 
Cervical Cord Syndrome — David P. Jones, M.D., 
Instructor in Neurological Medicine, University 
of North Carolina School of Medicine, Chapel Hill 
A Century of Medical Progress — Monroe T. Gil- 
mour, M.D., Charlotte 
(Before the Second General Session) 


SECTION ON PEDIATRICS 
Wednesday, May 5, 2:30 P.M. 
(The Theatre in the Village) 
William H. Breeden, M.D., Chairman, Fayetteville 
Poisoning in Children—Recent Trends — Jay M. 
Arena, M.D., Duke University School of Medicine, 
Durham 
Infantile Cortical Hyperostosis—J. B. Sidbury, Jr., 
M.D., Wilmington 
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The Limp in Infancy and Childhood—Ira H, Rapp, 
M.D., Charlotte 

Acute Infantile Hemiplegia — Alanson Hinman, 
M.D., Bowman Gray School of Medicine, Winston- 
Salem 

Progress in Humidification — Samuel S. Ravenel, 
M.D., Greensboro 
(Before the Second General Session) 


SECTION ON ANESTHESIA 
Wednesday, May 5, 2:30 P.M. 
(Dutch Room) 
C. Ronald Stephen, M.D., Chairman, Durham 
A Round Table Discussion: Brian Sword, M.D., 
Chairman, Oteen 
The Necessity of Adequate Oxygenation and Ven- 
tilation During Anesthesia—William K. Nowill, 
M.D., Durham 
Safe and Practical Anesthesia in Obstetrics—Rich- 
ard Spencer, M.D., Greensboro 
Problems of the Part Time Anesthetist—James D. 
Lutz, M.D., Hendersonville 
The Use and Misuse of Muscle Relaxants—David 
A. Davis, M.D., Chapel Hill 
Support of the Circulation During Anesthesia — 
Leonard Nanzetta, M.D., Winston-Salem 
General Round Table Discussion 


SECTION ON PUBLIC HEALTH AND 
EDUCATION 
Wednesday, May 5, 2:30 P.M. 
(The Village Chapel—Episcopal, by Highway 501) 
Robert J. Walker, Jr., M.D., Chairman, Rocky Mount 
The Committee on Maternal Welfare — James F. 
Donnelly, M.D., Committee Chairman and Depart- 
ment of Obstetrics and Gynecology, Bowman Gray 
School of Medicine, Winston-Salem 
Accidents—North Carolina’s Most Serious Epidemic 
Disease—Charles Cameron, M.D., M.P.H., Chief, 
Accident Prevention Section, Division of Epidemi- 
ology, N. C. State Board of Health, Raleigh 
Public Health Problems Before Congress — Frank 
EK. Wilson, M.D., Director, Washington Office, 
American Medical Association, Washington, D. C. 
The Physician’s Role in Preventive Psychiatry— 
Roger Wm. Howell, M.D., Professor of Mental 
Health, University of North Carolina School of 
Public Health, Chapel Hill 
(Before Second General Session) 


THIRD GENERAL SESSION 
Wednesday, May 5, 1954 
(Ball Room) 

President Joseph A. Elliott, Charlotte, presiding 

5:00 P.M.—Report of the House of Delegates 

5:15 P.M.—Unfinished Business 

5:20 P.M.—New Business 

5:30 P.M.—Presentation of the First Fifty Year 
Club of member physicians who have 
practiced medicine as many as fifty 
years. Presentation of certificates and 
emblems. 

5:40 P.M.—lInstallation of President-Elect, Zack D. 
Owens, M.D., Elizabeth City, Admin- 
istration of the authorized Oath of 
Office, Installation of vice presidents. 

5:45 P.M.—Remarks by President and President- 
Elect 

5:55 P.M.—Adjournment sine die 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. Barnes Woodhall and Dr. Guy L. Odom, Duke 
University neurosurgeons, were recently named 
president and program chairman, respectively, of 
the Southern Neurosurgical Society. The Society 
comprises about one fourth of the nation’s brain 
surgeons. 

Dr. Woodhall, recently elected president of the 
Surgical Section of the Council of Chief Consultants 
to the Veterans’ Administration, succeeds Dr. Henry 
Schwartz, of St. Louis, as president of the Society. 

Dr. Odom, former vice president of the Society, 
came to Duke in 1943 from the Montreal Neuro- 
logical Institute, McGill University. A native of 
New Orleans, he received the M.D. degree at Tulane 
University Medical School, 

Dr. Woodhall joined the Duke medical faculty in 
1937, and is a past president of the American Acad- 
emy of Neuroiogical Surgery. 

a * 

The Southeastern Section of the Orthopedic Ap- 
pliance and Limb Manufacturers’ Association held 
its annual regional meeting at Duke Hospital and 
Duke Medical School, March 12-i3. 

Scientific sessions included lectures by Duke med- 
ical faculty, and staff members of the North Caro- 
lina Cerebral Palsy Hospital staged a rehabilitation 
demonstration in physical, occupational, and speech 
therapy. 

Among a guests at the meeting were Lee 
Fauver, of W. E. Isle Company, Kansas City, Mis- 
souri, president of the national association, 

Guest speakers included Charles H. Warren, North 
Carolina director of vocational rehabilitation; Dr. 
C. B. Kendall, acting chief of the Crippled Chil- 
dren’s Section of the State Board of Health; Lucius 
Trautman, vice president and secretary of the Min- 
neapolis Artificial Limb Company; Herbert B. 
Hanger, manager of the New York division of J. 
E. Hanger, Inc.; and Glenn Jackson, executive sec- 
retary of the national organization. 

Dr, Leslie B. Hohman, professor of neuropsychi- 
atry at Duke and past president of the American 
Academy of Cerebral Palsy, was the guest speaker 
at the banquet. 

Other Duke faculty members who addressed the 
Association were Dr. Guy L. Odom, netirrosurgeon, 
and Dr. J. Leonard Goldner, orthopedic surgeon. 
Dr. J. E. Markee, James B. Duke professor of anat- 
omy presented his film on “Anatomy of the Hand.” 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Dr. William B. Castle, professor of medicine at 
Harvard Medical School and director of the Thorn- 
dike Memorial Laboratory, was here as the first 
visiting professor of medicine during February. 

Dr. Evarts Graham, professor of surgery at 
Washington University, was also here during Feb- 
ruary as the first visiting professor of surgery. 

* * * 

On Thursday, February 25, Dr. George C. Ham, 
chairman of the Department of Psychiatry, partici- 
— with Drs. Wingate M. Johnson, Louis Krause, 

eryl Hart, Fred K. Garvey, Edward S. Orgain, 
and Lenox D. Baker in a panel discussion on “Prob- 
lems of the Aged and Aging” at the regional semi- 
nar on this subject which was sponsored by the 
Sampson County Group of the North Carolina Acad- 
emy of General Practice in Clinton. This was in 
conjunction with the winter meeting of the Third 
District Medical Society. 

* 


* 
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Dr. Christopher T. Bever has assumed his duties 
as associate professor of psychiatry at the Univer- 
sity of North Carolina School of Medicine. During 
the past few years Dr. Bever has been actively en- 
gaged in clinical work in St. Elizabeth’s Hospital 
and the Washington Institute of Mental Hygiene 
and following this, Montgomery County Mental 
Hygiene Clinic in Rockville, Maryland, as director. 
Dr. Bever will serve as director of the Psychiatric 
Outpatient Research Training and Treatment Cen- 
ter. He is a diplomate of the American Board of 
Psychiatry; he received training at the Washington 
Psychoanalytic Institute and has been certified by 
the American Psychoanalytic Association. His ap- 
pointment will permit an increase in service facili. 
ties, both locally and to the state, in the form of 
counseling, child guidance, mental health, and psy- 
chotherapy. 

* 

Dr. Dean Clyde has a temporary appointment in 
the Department of Psychology to serve as assistant 
to Dr. W. Grant Dahlstrom, who is director of Psy- 
chological Services at the North Carolina Memorial 
Hospital. Dr. Clyde received his Ph.D. degree from 
Pennsylvania State University and has served as 
psychologist for the Central Intelligence Agency. 
After July 1 he will return to the Virgin Islands. 


* * 


A weekly departmental case seminar, open to 
members of the medical profession as well as quali- 
fied members of the other basic disciplines of clini- 
cal psychology, social work and nursing, is held on 
Thursday at 4:00 p.m. in the auditorium of the 
School of Nursing. 


* 


Dr. George C. Ham was elected to membership 


in the American Psychoanalytic Association, and 
attended the mid-winter meetings in New York. 


* * * 


At the request of Governor William Umstead, 
Dr. George C. Ham, chairman of the Department 
of Psychiatry at the University, Dr. Marion M. 
Estes, training director at the State Hospital in 
Raleigh, and Dr. Roger W. Howell, professor of 
mental health at the University, attended the meet- 
ing of state representatives of the Regional Project 
on Mental Health Training and Research in Nash- 
ville, Tennessee, in early February to help plan the 
implementation of the mental health resolution of 
the Southern Governors’ Conference. 


* * 


Dr. David R. Hawkins, assistant professor of 
psychiatry, visited Dr. Phillip F. D. Seitz, director 
of psychiatric research at the University of Indiana 
Medical Center, observing the intensive research 
program going on at that center. This opportunity 
was made available through the grant to the Insti- 
tute for Research in Social Science from the Ford 
Foundation for exchange of personnel in behavioral 
sciences. 

* * * 

Dr. Wilfred Abse, associate professor of psychi- 
atry, spoke to the staff of the Veterans Adminis- 
tration Hospital in Roanoke on February 16; his 
topic was “Psychodynamic Aspects of Shock- 
Therapy.” 

* * * 

Dr. E. C. Curnen, professor of pediatrics, pre- 
sented a paper at the February meeting of the 
Forsyth County Medical Society on “Viral Infec- 
tions of the Respiratory System.” On February 4 
and 5 he participated in a symposium on Fat Me- 
tabolism at Johns Hopkins Hospital. 

* * * 
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Members of the Department of Medicine have 
taken part in the following meetings: Dr, Charles 
H. Burnett visited the Brookhaven National Labor- 
atory of the Atomic Energy Commission on Long 
Island; he also attended an Atomic Energy Com- 
mission meeting at the Savannah River Site in 
South Carolina. Dr. Ernest Craige spoke to the 
Lenoir County Hospital staff on “Congestive Fail- 
ure in Rheumatic Heart Disease.” Dr. Carl W. 
Gottschalk participated in a panel, discussing and 
answering questions at the annual public meeting 
of the Edgecombe-Nash Heart Association in Rocky 
Mount early in February. Dr. John T. Sessions vis- 
ited the Robeson County Memorial Hospital and 
discussed “Medical vs. Surgical Treatment of Gall- 
bladder Disease.” Dr. Thomas B. Barnett spoke on 
“Chronic Pulmonary Infections” at the February 
meeting of the Rowan-Davie County Medical So- 
ciety. 


CONFERENCE ON THE THE TREATMENT 
OF SPINAL CORD INJURIES 
A conference on the treatment of spinal cord in- 
juries will be held at Duke Hospital on April 8 and 
9, Dr. James H. Semans is chairman of arrange- 
ments. 


NORTH CAROLINA CONFERENCE ON 
HANDICAPPED CHILDREN 


A statewide conference on handicapped children, 
sponsored by the North Carolina State Board of 
Health and the North Carolina Department of Pub- 
lic Instruction in cooperation with the North Caro- 
lina Health Council, is to be held Thursday and 
Friday, May 27 and 28, at North Carolina Memorial 
Hospital. Also cooperating and providing financial 
assistance is the Nemours Foundation of Wilming- 
ton, Delaware, which is devoting its efforts to the 
cause of handicapped children in the southern states. 

Objectives of the conference are the determina- 
tion of needs in the state for services and facilities, 
both medical and educational, for children with 
various handicapping conditions, the evaluation of 
presently existing resources, and the development 
of plans for future progress, All agencies and or- 
ganizations having activities in this field, and all 
interested individuals are invited to attend and par- 
ticipate. There will be several outstanding national 
speakers, as well as reports from official and vol- 
untary state agencies which have programs for 
handicapped children. For part of the two day ses- 
sions the conference will be divided into four groups 
for consideration of the following specific areas of 
handicap: 

Cerebral palsy and epilepsy 
Rheumatic fever and cardiac conditions 
Orthopedic and plastic conditions 
Speech and hearing defects 

A detailed program will be distributed later, and 
physicians are especially invited to attend. 


GREENSBORO ACADEMY OF MEDICINE 


SYMPOSIUM 


The Greensboro Academy of Medicine Symposium 
was held in Greensboro on Thursday, March 25, 
registration beginning at 10:30 a.m. Participating 
on the program were Drs. Dameshek, Marchetti, 
Mahorner, Harrison, and Krause. 
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THE NALLE CLINIC FOUNDATION 


The Nalle Clinic Foundation will present two lec- 
tures at the Hotel Barringer, Charlotte, North Caro- 
lina, on the afternoon and evening of Friday, April 
23, 1964. 

The afternoon lecture will be given by Dr. Harry 
Dowling, professor of medicine at the University of 
Illinois College of Medicine. His subject will be 
“Recent Advances in Antibiotic Therapy.” 

The evening lecture, which will be the fifth Bro- 
die C. Nalle Lecture, will be given by Dr. Robert 
A. Kimbrough, Jr., professor of gynecology and 
obstetrics in the Graduate School of Medicine of the 
University of Pennsylvania. The topic of Dr, Kim- 
brough’s eters will be, “Management of the Hem- 
orrhages of Pregnancy.” 

The afternoon lecture is sponsored by the Lucius 
G. Gage Fund of the Nalle Clinic Foundation, and 
the evening lecture is sponsored by the Brodie C. 
Nalle Fund of the Nalle Clinic Foundation, 


DURHAM-ORANGE COUNTY MEDICAL SOCIETY 


The regular bimonthly meeting of the Durham- 
Orange County Medical Society was held on Wed- 
nesday, February 3, 1954, in the Crystal Ballroom 
of the Washington Duke Hotel, Durham. The vice 

resident, Dr. Ralph Fleming of Durham, presided. 
Jinner was served at 7 p.m. and a business meeting 
and scientific program followed. Dr. F. Douglas 
Lawrason, assistant dean of the University of North 
Carolina School ef Medicine, spoke on “The Develop- 
ment and Use of the Plasma Expanders.” 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular monthly meeting of the Edgecombe- 
Nash Medical Society was held at the Club Rio in 
Rocky Mount at six-thirty p.m. on Tuesday, Feb- 
ruary 9, 1954. 

Dr. Leon Robertson, in charge of the program 
for the meeting, presented as guest speaker, Dr. 
Charles Flowers of the Memorial Hospital in Chapel 
Hill, whose subject was “Diagnosis of Gynecologi- 
cal Cancer.” 

The Society mourns the passing of Dr. Hiram 
Lee Large, Sr. The medical profession has lost a 
tireless and talented worker and each of us a valued 
friend, Probably no physician in the state has done 
more for the promotion of public health and none 
given more willing of his time and energy toward 
helping others. We shall all miss him. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr, Edward C. Curnen, Jr., professor of pediatrics 
at the University of North Carolina, spoke on “Viral 
Infections of the Respiratory System” at the month- 
ly meeting of the Forsyth County Medical Society, 
held in Winston-Salem on February 9. 


NEWS NOTES 


Dr. Jack M. Waldrep has announced the opening 
of his office for the practice of urology at 426 
Jefferson Standard Building, Greensboro. : 

* + * 

Dr. Samuel T, Register has opened his office for 
the practice of ophthalmology at 409 South Garden 
Avenue, Clearwater, Florida. 

* + * 


Dr, Joseph Carpentieri, clinical director of the 
Mental Hygiene Clinic of Raleigh and Wake Coun- 
ty, announces the opening of a private office for 
the practice of psychiatry, on Saturdays only, at 
2011 Clark Avenue, Raleigh. 
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EMORY TO CELEBRATE MEDICAL CENTENNIAL 


The centennial year of the Emory University 
School of Medicine will be recognized in a special 
two-day celebration next October 4 and 5, Dr. Daniel 
C. Elkin, chairman of the centennial committee and 
chairman of the department of surgery at Emory, 
announced recently. 

The Emory medical school, with headquarters in 
the new $2,500,000 Woodruff Memorial Building, 
grew from the Atlanta Medica] College founded in 
1854. Now enrolling 285 students, the school has 
graduated 4,649 doctors in its 100-year history and 
has become one of the South’s centers for medical 
education and research. 

The two-day program will feature a series of lec- 
tures by nationally prominent physicians, among 
them Dr. Alan Gregg, director of medical sciences 
for the Rockefeller Foundation. The program will 
also include a formal academic ceremony to be held 
in Glenn Memorial auditorium, preceded by an aca- 
demic procession of university and medical school 
officials, and representatives of medical schools and 
societies attending the celebration. Several honor- 
ary degrees will be conferred. 


CONFERENCE ON CANCER CYTOLOGY 


Dr. Joseph S. Stewart, chairman of the third an- 
nual Seminar and Conference on Cancer Cytology 
to be conducted by the Cancer Institute at Miami, 
announces that the conference will be held on April 
21-24, inclusive. 

This year the conference will bring together sev- 
eral leading authorities on cancer from this country 
and abroad, The last day will be devoted to a special 
session for medical practitioners, who will visit the 
Cancer Institute to see demonstrations on the taking 
and preparation of cytodiagnostic tests for cancer 
of many types, with special sessions devoted to can- 
cer of the uterus, breast, prostate, lung, and stom- 
ach. The latest advances in cancer diagnosis using 
new cytologic methods and blood-testing procedures 
will be presented. 

Members of Dr. Stewart’s committee include: 
Dr. Virgil H. Moon—honorary chairman; Dr, Rich- 
ard Fleming, Dr. Ralph W. Jack, and Dr. Milton 
Coplan. The program will be conducted under the 
direction of Dr. J. Ernest Ayre. 


EASTERN HEALTH EDUCATION CONFERENCE 


The 1954 Eastern States Health Education Con- 
ference of the New York Academy of Medicine will 
be held at the New York Academy of Medicine, 2 
East 103 Street, New York City, on Thursday and 
Friday, April 29 and 30, 1954. The program will 
include four sessions and an evening dinner meet- 
ing. The dinner meeting will be on Thursday eve- 
ning. 

The subject of this year’s Conference will be 
“Communication in Health Education.” 


INTERNATIONAL POLIOMYELITIS CONGRESS 


The Third International Poliomyelitis Conference 
will be held September 6-10, 1954, at the Univer- 
sity of Rome, ne Clinic, Rome, Italy, it was 
announced recently by Basil O’Connor, president of 
the International Poliomyelitis Congress. 

Professor Carlo Marino Zuco, director of the Or- 
pee pa Clinic of the University of Rome, is gen- 
eral chairman of the Conference. He plans to include 
presentation of 25 papers by physicians and scien- 
tists during eight sessions covering acute medical 
care, infection and immunity, orthopedics, physical 
medicine and rehabilitation, social aspects and the 
trends in poliomyelitis, 

Arrangements have been completed in the Ortho- 
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pedic Clinic at the University of Rome for simul- 
taneous interpretation of all the proceedings in 
French, Italian, German, Spanish and English, so 
that the listener may have his choice of five lan- 
guages. 

The sessions will be open to all interested physi- 
cians and scientists. Requests for hotel accommoda- 
tions and other Conference information are avail- 
able from the Secretariate of the Third Interna- 
tional Poliomyelitis Conference, 6 via Lucullo, Rome, 
Italy. Cable address: inpolio, Rome. 


NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 


Because of delays in the manufacture of the trial 
polio vaccine, the nationwide validity tests are ex- 
pected to get under way in late March or early 
April, it was announced recently by Basil O’Con- 
nor, president of the National Foundation for In- 
fantile Paralysis. 

Mr. O’Connor said it had been hoped that the in- 
jection of school children taking part in the tests 
could begin in February, but he added: 

“We have been confronted with some of tke usual 
production problems that have to be expected in 
the manufacture of any new product. Added to 
these has been the levath of time required to check 
and re-check the many processes involved in con- 
verting the results of any laboratory research into 
commercial production on a large scale. None of 
the problems encountered is insuperable and all are 
being rapidly solved.” 

Mr. O’Connor also said: “While production prob- 
lems have postponed the date for the start of the 
trials, we plan to inoculate a sufficient number of 
children before June to determine scientifically the 
value of this product.” 

Dr. Thomas Francis, Jr., chairman of the Depart- 
ment of Epidemiology in the University of Michi- 
gan School of Public Health and one of the nation’s 
leading authorities on epidemics, has agreed to di- 
rect an evaluation of the polio vaccine tests. 

Dr. Francis will organize and direct a staff which 
will make an independent study of the vaccine’s 
effectiveness. No results of the evaluation will be 
available before 1955. 

Dr. Francis made clear that while the National 
Foundation will finance the evaluation with a grant, 
the study will be completely independent. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


More “March of Medicine” TV Shows 

Of special interest to TV-viewing physicians and 
patients afflicted with arthritis or rheumatism is 
the second in the Spring 1954 series of “March of 
Medicine” television programs, Sponsored by Smith, 
Kline and French Laboratories in cooperation with 
the A.M.A., “A Status Report on Arthritis and 
Rheumatism” will be carried April 29 over the 
National Broadcasting Company’s TV network. The 
third program in the series, on June 24, will origi- 
nate from the A.M.A.’s Annual Session in San Fran- 
cisco. Like last year’s series, the new “March of 
Medicine” programs will be presented at 10 p.m. 
(EST), replacing the “Martin Kane” show usually 
seen at that hour. The first program in the 1954 
series on problems of overweight was carried March 


* * * 


S.A.M.A. Convention Set for May 1-3 
Medical students are beginning to make plans to 
attend the Student American Medical Association’s 
fourth annual convention to be held May 1-3 at the 
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Sherman Hotel, Chicago, Offering an outstanding 
program of panel discussions, speakers and exhib- 
its, this year’s meeting promises to be the biggest 
ever staged by S.A.M.A. 

The House of Delegates, official policy-making 
body of the Association, will be in session May 1 
and 3, with Sunday, May 2, to be devoted to the 
program proper. Members of S.A.M.A. and physi- 
cians alike are cordially invited to attend. 


* * * 


A.M.A. Studies Household Poisoning Problem 

Believing that “a stitch in time” saves lives, the 
A.M.A, Committee on Pesticides currently is under- 
taking a program designed to inform both physi- 
cians and the public on the uses and dangers of 
various drugs, chemical products, and pesticides 
used around the home, The program was spear- 
headed by a recent Committee proposal to organize 
a companion group under the Council on Pharmacy 
and Chemistry to delve more fully into the toxi- 
cologic effects of these products. In cooperation 
with the Committee on Pesticides, this new group 
will integrate its efforts with other medical agen- 
cies presently conducting studies on the health 
problems of household chemicals. 


* * 


Audio-Digest Offers “Two for the Money” 

Busy physicians cannot afford to pass up this 
opportunity to get “two for the price of one” in 
the form of postgraduate medical education and a 
chance to support the nation’s medical schools. The 
American Medical Education Foundation recently 
announced that a new source of funds now is avail- 
able to medical schools through physician-support 
of the Audio-Digest Foundation. For a nominal 
weekly subscription fee, physicians receive from the 
Audio-Digest Foundation tape-recorded abstracts of 
current literature, lectures, and so forth, culled from 
current medical periodicals in all fields of medicine. 
This Foundation, organized by the California Medi- 
cal Association, will turn over its profits to the 
A.M.E.F. 

State A.M.E.F. chairmen have been asked to sup- 
port the national promotion of this new service as 
an additional means of raising funds for medical 
education, This should prove a tremendous boost to 
the A.M.E.F.’s 1954 campaign drive for two million 
dollars from the medical profession to assist the 
country’s 79 approved medical schools. 


* 


Sponsors Blood Anemia Study 

Since very little is known about hypo-plastic 
anemias which sometimes develop following the use 
of certain drugs, a subcommittee on blood dyscra- 
sias recently was established by the A.M.A.’s Com- 
mittee on Research to investigate this problem. 
Plans will be laid for the further development of 
better laboratory testing methods at a meeting of 
the committee some time in May. A forthcoming 
editorial in the Journal of the American Medical 
Association calls attention to the need for better and 
earlier reporting of these conditions. 


* * * 


Radio Series Deals with Superstitions 

To show how certain old wives’ tales—like the 
one about fish being “a brain food’’—can sometimes 
lead us far astray and other times to actual cures 
for disease, the A.M.A.’s Bureau of Health Educa- 
tion has prepared a new radio transcription series 
entitled, “Superstition ... or Science.” This 13- 
program series will be available April 1 for broad- 
casting over local radio stations under the auspices 
of state and county medical societies, 


* * 
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Information Available on Medical Scholarships 

Requests for information on available medical 
scholarships and loans for a medical education have 
prompted the publication of a comprehensive new 
pamphlet on the subject by the A.M.A.’s Council 
on Rural Health in Cooperation with the Depart- 
ment of Public Relations. Scheduled for release in 
April, this booklet will contain a compilation, by 
state, of pertinent information regarding all types 
of medical scholarships and loan funds now avail- 
able through medical society, governmental and 
other special funds. Copies may be obtained from 
the Council on Rural Health. 


THE MONTH IN WASHINGTON 


Some parts of the Eisenhower administration’s 
broad health program are making good progress on 
Capitol Hill, while others are virtually standing 
still or bogged down in the technical complications 
that are always a threat to new legislation. Well 
ahead of the other proposals, and possibly destined 
for enactment, are bills to broaden the scope of the 
Hill-Burton hospital construction law and to liber- 
alize income tax deductions for medical expenses. 

The House [Interstate and Foreign Commerce 
Committee, under chairmanship of Rep. Charles 
Wolverton (R., N.J.), wound up its long fact-finding 
study of voluntary health insurance plans and im- 
mediately started hearings on the Hill-Burton 
changes. The purpose is to amend the Hill-Burton 
law so that it can be used to disburse federal grants 
to states for construction of health facilities that do 
not qualify as “hospitals.” The administration is 
anxious to stimulate the building of more nursing 
homes, hospitals for the chronically ill, diagnostic 
or treatment centers, and rehabilitation facilities. 

An initial appropriation of $2 million would be 
authorized for surveys and planning, and $60 mill- 
ion annually for three years of construction. Per 
capita income as well as population would be used 
to determine a state’s share, as under the present 
Hill-Burton program. 

American Medical Association recommended pass- 
age of the bill, but urged that facilities for the 
chronically ill and the handicapped be “part of or 
near a conventional hospital,” and that facilities of 
all types be open to the entire community without 
discrimination, as in the present Hill-Burton law. 
(It is likely hearings also will be held on this legis- 
lation in the Senate.) 

The House Ways and Means Committee, mean- 
while, was giving its approval to a new income tax 
provision that would allow the deduction of medical 
expenses if they exceed 3 per cent of adjusted gross 
income, rather than 5 per cent under present law. 
The present maximum limitation would be doubled, 
and the deduction of travel expenses allowed where 
travel is prescribed by a physician. These changes— 
a long-time A.M.A. goal—are embodied in the omni- 
bus tax readjustment bill. 

President Eisenhower’s proposal for federal re- 
insurance of voluntary health plans has not been 
able to follow the steady course on which it first 
appeared to be embarked. At the House hearings, 
none of the spokesmen for the large organizations 
in the health fields—A.M.A., Blue Cross and Shield, 
American Hospital Association—was willing to in- 
dorse the plan. Like the A.M.A. spokesmen, most 
of them wanted first to examine the actual admin- 
istration bill, which at that time had not been in- 
troduced, From the Blue Cross, however, came a 
suggestion that the idea be tried out experimentally. 

The administration’s health budget for the next 
fiscal year, starting next July 1, calls for a slight 
overall reduction, The regular Hill-Burton program, 
currently operating on $65 million, would get $50 
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million (any appropriation to start the proposed 
expanded construction would be in addition). Rela- 
tively sharp reductions would be made in funds for 
venereal, tuberculosis, and communicable disease 
control, in line with the policy of shifting this re- 
sponsibility to the states. The various research in- 
stitutes would receive about what they are now 
spending. 


AMERICAN HEART ASSOCIATION 


The Second World Congress of Cardiology and 
the twenty-seventh Scientific Sessions of the Amer- 
ican Heart Association will be held jointly in Wash- 
ington, D. C., September 12-17, 1954. Membership 
in the Congress will be open to all members of the 
American Heart Association; nonmembers may at- 
tend by special invitation of the Organization Com- 
mittee. 

American and Canadian scientists desiring to pre- 
sent papers should submit titles with abstracts of 
not over 200 words, typewritten, double-spaced, in 
duplicate. They should be addressed to Charles D. 
Marple, M.D., Medical Director, American Heart 
Association, 44 East 23rd Street, New York 10, 
ha and must be received on or before April 1, 
1954, 

The Formal Announcement of the combined meet- 
ing will be distributed widely to the medical profes- 
sion within the month, For further information, ad- 
dress Dr. L. W. Gorham, Secretary-General, Second 
World Congress of Cardiology, 44 East 23rd Street, 
New York 10, N. Y. 


The annual meeting of the American Heart As- 
sociation in 1954 will be held at the Conrad Hilton 
Hotel in Chicago, The assembly panels and the 
general assembly will be held on Thursday and Fri- 
day, April 1 and 2, and will be followed by a spe- 
cific scientific program on clinical cardiology on 
Saturday and Sunday, April 3 and 4, conducted un- 
der the auspices of the newly formed Section on 
Clinical Cardiology of the Scientific Council. These 
sessions will immediately precede the annual meet- 
ing of the American College of Physicians. 

The Section on Clinical Cardiology of the Ameri- 
can Heart Association will sponsor a two-day scien- 
tific program at the Conrad Hilton Hotel in Chicago 
on April 3 and 4, 1954. This program will consti- 
tute a portion of the annual meeting of the Ameri- 
can Heart Association and immediately precedes the 
annual sessions of the American College of Physi- 
cians. The meeting will be open to all members of 
the medical profession. Dr. Wright R. Adams of 
Chicago is chairman of the program committee. 


AMERICAN MEDICAL WRITERS’ ASSOCIATION 


The obtaining of trained editorial assistants has 
always presented a problem to the staffs of medi- 
cal periodicals and publishers, large clinics and 
hospitals, and pharmaceutical and chemical com- 
panies. The field is an interesting and lucrative one 
but editors and publishers thus far have been un- 
able to find applicants with any formal training in 
the field of medical writing and editing. Now, for 
the first time, courses in medical journalism are 
available at the schools of journalism of the Uni- 
versities of Illinois and Missouri. These courses 
have been established through the efforts of the 
American Medical Writers’ Association in conjunc- 
tion with the authorities of these schools. Members 
of the medical profession should know of these 
courses so that they may advise high school stu- 
dents and others who may be interested. 

To help popularize these new collegiate medical 
journalism courses, the American Medical Writers’ 
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Association has established a Medical Journalism 
Scholarship Fund, The Association desires to make 
available continuing $500 scholarships at the Uni- 
versity of Illinois, and at the University of Mis- 
souri, Physicians, medical publishers, pharmaceu- 
tical companies, and so forth, are cordially invited 
to join with members of the American Medical 
Writers’ Association in building this Scholarship 
Fund. Dr. Harold Swanberg, American Medical 
Writers’ Association Secretary, has initiated the 
fund with a $1,000 contribution for one $500 schol- 
arship at each university (Illinois and Missouri) for 
1954-1955, the first collegiate Medical Journalism 
Scholarships to be established. 

The Association is incorporated not-for-profit, and 
contributions to it are exempt for income tax pur- 
poses. Checks should be made payable to the Amer- 
ican Medical Writers’ Ass’n., but all correspondence 
directed to Richard M. Hewitt, M.D., Chairman, Ed- 
ucational Committee, A.M.W. A., Department of Pub- 
lications, Mayo Clinic, Rochester, Minnesota. 


1954 SCHERING AWARD 


To encourage scientific reporting and to stimu- 
late medical students’ interest in the ever expand- 
ing fields of therapy, the Schering Award Commit- 
tee has announced the beginning of the ninth con- 
secutive competition in 1954. 

Titles of three subjects on which students in the 
United States and Canada are being invited to sub- 
mit papers have been made known by George Bab- 
cock, Jr., M.D., chairman of the committee. They 
are: 

1. The Use of Androgen Therapy in the Female 

2. The Prophylactic and Therapeutic Uses of Par- 

enteral Antihistamines 

3. Modern Treatment of Infections and Allergic 

Disorders of the Eye. 

For the best paper on each of these subjects, the 
committee will present one $500 first prize and a 
$250 second prize. Special citations and profession- 
ally useful gifts will also be awarded to all students 
who submit papers of merit. Outstanding medical 
authorities in each field will judge the papers. 

Deadline for entry forms specifying the student’s 
chosen title is July 1. All manuscripts must be 
mailed not later than October 1. Students may com- 
pete individually or cooperatively in research teams. 

The purpose of the Schering Award is to encour- 
age original reporting in the hope that students 
will later contribute to the essential communication 
of knowledge throughout the medical profession. 

The Schering Award Committee will bring out- 
standing papers to the attention of editors of ap- 
propriate professional journals. Information and 
instructions for the competition are available from 
Corporation, 2 Broad Street, Bloomfield, 


AMERICAN COLLEGE OF RADIOLOGY 


Dr. Howard P. Doub, well known for his contri- 
butions to the medical specialty of radiology, and 
presently the head of the Department of Radiology, 
Henry Ford Hospital, Detroit, Michigan, has been 
elected the thirty-first president of the American 
College of Radiology. 

Dr. Doub is past president of the Radiological 
Society of North America, a scientific society de- 
voted to research and scholarship in the medical 
application of radiant energy, and is currently ed- 
itor of Radiology, a scientific publication of the 
Radiological Society of North America. 
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UNITED CEREBRAL PALSY 


Miss Marguerite Abbott, who has been executive 
director of the Coordinating Council for Cerebral 
Palsy in New York City since 1950, joined the Pro- 
gram Division of United Cerebral Palsy on Febru- 
ary 1 as Technical Associate to the Medical Di- 
rector. 

In her new capacity, Miss Abbott will coordinate 
and develop professional: and technical plans, ma- 
terials and training programs to aid in the develop- 
ment of U.C.P.’s national and local programs. 


(BULLETIN BOARD CONTINUED TO PAGE 152) 


New Antimalarial, Plaquenil, Found 
Effective in 82 Cases 

A single oral dose of Plaquenil, a new antimalarial 
drug in the 4-aminoquinoline group, produced nor- 
mal temperatures within 24 hours and cleared the 
blood of parasites within 31 hours, without any 
toxic effects, according to tests conducted in Hon- 
duras. A report on the use of Plaquenil, which was 


_ developed at the Sterling-Winthrop Research Insti- 


tute but is not yet available commercially, appears 
in the American Journal of Tropical Medicine and 
Hygiene (2:805, October 13, 1953). 

Plaquenil was administered orally and intraven- 
ously to 82 hospitalized Honduran patients, aged 7 
to 64, reports Dr. Mark T. Hoekenga, from the 
United Fruit Company Hospital on the north coast 
of Honduras. A single oral dose of 1.25 Gm. was 
given to 21 patients with P. falciparum infection 
and to 47 patients with P. vivax, An additional 14 
cases with P. falciparum were treated with 0.36 Gm. 
intravenously, in 500 cc, of normal saline solution. 

Rapid clinical improvement was noted following 
both methods of administration, the article states. 
Sustained normal temperature in the average case 
“was attained well within 24 hours and the blood 
was cleared of parasites in 31 hours.” 

No toxic effects were reported in the study. There 
was no appreciable change in the pulse or arterial 
blood pressure of patients treated by vein, Dr. 
Hoekenga observes, adding that no instances were 
found of dizziness, drowsiness, nausea, vomiting, or 
visual disturbance. None of the pregnant patients 
with severe malnutrition or anemia experienced ad- 
verse reactions, 


Classified Advertisements 


An opening in city of twenty-five to thirty 
thousand population for young eye, ear, nose 
and throat physician. Reply to 79-HCW, P. O. 
Box 790, Raleigh, North Carolina. 


SPECIAL PHYSICIAN and FAMILY TOUR 
of Canadian Rockies, California, and Mexico 
in connection with A.M.A. San Francisco 
meeting in June. Twenty-Day SOUTHERN 
A.M.A. SPECIAL, 8,000 mile all expense tour. 
June 13 to July 2, 1954. HOTELS, BOATS, 
TRAINS, MOTOR TRIPS, Ete., all reserved 
before you start — $445. MOYERS TRAVEL 
BUREAU, 34-38 Peachtree Street, N. W., 
Atlanta, Ga. PLAN NOW — A REAL VACA- 
TION OPPORTUNITY. 
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AUXILIARY 


THIRTY-FIRST ANNUAL MEETING 
OF THE 
AUXILIARY TO THE MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA 


RULES AND PROCEDURE 

1. Register at General Registration Desk (outer 

lobby) on arrival and receive badge. ($2.00 dues 

for all who do not present current membership 
card). 

Note the Auxiliary Exhibit in Lobby Foyer. 

Tickets for the Fashion Show, May 4th at 3:00 

P.M. will be sold at the Pinehurst Country Club 

preceding the Tea. Price 50¢. Refreshments are 

compliments of the North Carolina Medical So- 
ciety, Fashions by Mary Rice Shop, Hamiet. 

(Buses will leave Carolina Hotel at 2:30 P.M.) 

Wear badges to all functions. a 

All doctors’ wives who do not have an Auxiliary 

in their County are cordially invited to become 

members-at-large and attend all meetings and 
entertainment. All doctors’ wives, whether mem- 
bers or not, are invited to attend the meetings 
and enjoy the entertainment and fellowship 
afforded by participation in the work of the 

Auxiliary. 

6. Old and new members of the Executive Board 
and the County Presidents, both 1954 and 1955, 

lease register at Information Desk in the lob- 
y, for Post-Convention Breakfast to be held 
Wednesday, May 5th, 9:00 A.M., Stag Room. 
Guest of Roms, Mrs. George D. Feldner, New 
Orleans, Louisiana, 

7. Dr. Joseph A, Elliott, President of the Medical 
Society, has requested that all meetings begin 
and end on time. Please cooperate with us in 
carrying out this request. 


PROGRAM 
Sunday, May 2, 1954 
8:00 P.M.—Memorial Service for departed Medical 
and Auxiliary members (Ball Room) 
Mrs. Charles T. Grier, Chairman, 
Auxiliary Memorial Committee 


Monday, May 3, 1954 
9:00 A.M. -—1:00 P.M.— Golf Tournament — Pine- 
hurst Country Club — Doctors’ Wives 
Only — Prizes for First and Second 
High Scores and Low Score. 
10:30 A.M.—Finance—Dutch Room 
11:30 A.M.—Executive Committee—Dutch Room 
2:30 P.M.—Executive Board Meeting— 
Country Club 
9:00 P.M.—Bingo Party—Large Card Room—One 
dollar for the evening—Valuable prizes. 
Any money left after expenses will be 
iven to Sanatoria Bed Fund. 
EN WELCOME! 
Mrs. George Heinitsh, Chairman 


Tuesday, May 4, 1954 

9:00 A.M.—Annua! Meeting of the House of Dele- 
gates (Open). County Presidents, Coun- 
cilors and Committee Chairman are 
urged to be present. 

10:45 A.M.—Intermission — Coca-Colas will be 
served. Mrs. R, D. Croom, Jr., Chair- 
man, and Mrs. C. T. Grier, Co-Chair- 


man, 
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11:00 A.M.—Annual Meeting reconvenes 

12:00 Noon—Installation of Officers 

12:15 P.M.—Adjournment 

1:00 P.M.—Executive Board Luncheon—Pinehurst 
Country Club — Honoring Mrs. Robert 
J. Flanders, Manchester, New Hamp- 
shire, First Vice-President of the Wom- 
an’s Auxiliary to the American Medi- 
cal Association; Miss Elizabeth Kem- 
ble, Dean of the School of Nursing, 
Memorial Hospital, Chapel Hill; Mrs. 
Joseph A, Elliott, Charlotte. Mrs. Ros- 
coe D. McMillan, Sr., Chairman. 

3:00 P.M.—Fashion Show and Tea — Pinehurst 
Country Club—Fashions by Mary Rice 
Shop, Hamlet. Tickets may be pur- 
chased at the Country Club on admis- 
sion—price fifty cents. Refreshments 
compliments of Medical Society of the 
State of North Carolina. Buses will 
leave Carolina Hotel at 2:30 P.M. Mrs. 
Hilton Haines, Rockingham, Chairman. 

7:00 P.M.—President’s Dinner — Carolina Hotel 
Dining Room 

10:00 P.M.—President’s Ball — Ball Room (Enter- 
tainment—Floor Show) 


Wednesday, May 5, 1954 

9:00 A.M.—Breakfast — Honoring Mrs. George D. 
Feldner, New Orleans, Louisiana. Medi- 
cal Auxiliary Board Members and 
County Presidents for 1954 and 1955 
requested to attend. Mrs. P. G. Fox, 
President, presiding. (Stag Room) 

10:00 A.M.—Bridge Party — Large Card Room— 
Prizes for First, Second, and Third 
High Scores; and Consolation Prize. 
Mrs. R, G, Sowers, Sanford, Chairman. 


Look to your health; and if you have it, praise 
God, and value it next to a good conscience, for 
health is the second blessing that we mortals are 
capable of—a blessing that money cannot buy.— 
Izaak Walton, Think, May, 1953. 


CRIPPLED CHILDREN 
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Memoriam 


KENAN CASTEEN, M.D. 

Dr. Kenan Casteen was born in Duplin County, 
North Carolina, on July 22, 1890. He attended the 
public schools in his community and Dell School in 
Sampson County. He received a B.S. degree in medi- 
cine at Wake Forest College in 1916 and an M.D. 
at New York University and Bellevue Hospital in 
1919. Following graduation he served an internship 
at Bellevue Hospital, New York. 

He practiced medicine at Kenansville, North Caro- 
lina, for one year, then moved to Mayodan, where 
he practiced for three years before coming to Leaks- 
ville in 1924. There he became co-founder and part 
owner of the Leaksville Hospital and Leaksville 
Hospital Training School for Nurses. He practiced 
his specialty, the treatment of diseases of eye, ear, 
nose and throat, in Leaksville until his death on 
December 13, 1953. 

He was a member of the Rockingham County 
Medical Society and was its president for one year, 
a member of the North Carolina State Medical So- 
ciety, and a fellow of the American College of 
Surgeons. 

Dr. Casteen was interested and took an active 
part in civic and community affairs. He was a mem- 
ber of the Leaksville Board of Commissioners for 
ten years and served as mayor pro tem for a time. 
He was a member and a past president of the 
Leaksville-Spray Rotary Club. He was also active 
in the affairs of the First Baptist Church, and 
served on various church committees. 

He gave much of his time and energies in service 
to his community. He attended postgraduate cen- 
ters in order to keep posted on the latest develop- 
ments in his specialty; he gave of his money to 
help maintain a privately owned hospital, and he 
gave freely of his time and talent to the relief of 
the sick. 

Dr. Casteen will be sorely missed. Others may 
come, but he can never be replaced. To Mrs. Cas- 
teen and to the members of his family, we the mem- 
bers of the Rockingham County Medical Society 
extend our deepest sympathy; for we too, have lost 


a dear friend. 
C. V. TYNER, M.D. 
Chairman of Committee 


ANDREW FRIESE TUTTLE, M.D. 

Dr. Andrew Friese Tuttle died Monday, January 
4, 1954, after an illness of several years. Dr. Tuttle 
was born in Stokes County in 1875, and was gradu- 
ated from Davidson College. He received his M.D. 
degree from North Carolina Medical College in 
Charlotte in 1901. Following graduation, he came 
to Spray, where he practiced medicine until illness 
forced him to retire about four years ago. 

Dr. Tuttle was a Mason and a Shriner, a member 
of the Leaksville-Spray Rotary Club and Meadow 
Greens Country Club. He was a member of the 
Spray Baptist Church, and had served as a member 
of the board of trustees. He was a member and past 
president of the Rockingham County Medical So- 
ciety, a member of the Medical Society of the State 
of North Carolina, and the American Medical As- 
sociation, and was on the staff of the Leaksville 
General Hospital. 

He is survived by his widow and one daughter, 
Mrs. Berry French of Lumberton, to whom we, the 
members of the Rockingham County Medical Soci- 
ety, extend our sympathy in their loss. 

J. B. RAY, M.D., Chairman of Committee 
W. W. MATTHEWS, M.D. 
CARL V. TYNER, M.D. 
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WILLIAM J. McANALLY, M.D. 

I first met Dr. McAnally in the spring of 1902 
and was quickly impressed with his earnestness and 
affability. I could not doubt that he would be a 
successful practitioner, 

His original office was near the front of the El- 
wood Hotel. In it he soon installed the first x-ray 
equipment in High Point, which he delighted to 
show to his friends. He also had the first radium 
in High Point, and was one of the first to recognize 
the dietary deficiency factor in pellagra. He was 
very energetic, making hundreds of calls at all 
hours, day and night. We often discussed our pro- 
fessional problems together. 

Dr. McAnally and all the other physicians who 
labored in High Point when I located here in 1905 
have now passed to the great beyond. 

A typical doctor of the old school, Dr. McAnally 
had practiced elsewhere for a few years before lo- 
cating in High Point. He told me he had saved 
$400.00, all in gold. He often said that one should 
live within his income and never go in debt except 
for real estate, preferably a home. At times he 
would literally preach a medico-theological sermon. 
Like all good doctors, he used psychiatry in his 
practice, but without calling it by ‘iame. 

He was conscientious in all things. He was gentle 
and sincere, and his patients loved him, He was my 
friend and a friend to everybody. 

He served as president of the Guilford County 
Medical Society in 1913, and was for many years 
health officer of High Point and a member of the 
local school board. He was instrumental in having 
home economics taught in its public schools, He was 
also deeply interested in farming and persistently 
tried to improve agricultural methods and the farm- 
er’s lot. He himself owned a farm and knew its 
problems. 

No matter how much others preached religion, 
Dr. McAnally quietly lived it. I personally know 
some whom he helped greatly and who are now 
worthy, successful citizens of High Point, yet the 
public will never know what he did for them, 

He often said that the way to cure juvenile de- 
linquency was to insure a proper home life and to 
assign each child certain duties and responsibilities, 
and oversee him in such work. He stressed the ne- 
cessity of teaching children to work effectively, and 
insisted that such habits of work were as important 
as the three R’s or college degrees, 

His own children proved the soundness of his 
theories. Some of his boys used to sell magazines 
and deliver milk for Blair’s Dairy. Many a time I 
have seen them delivering milk before daylight. 
Dr. McAnally not only encouraged such work, but 
put order into it. He sent all of his seven children 
through college. Three sons became physicians and 
one an attorney. 

I believe every intelligent, conscientious, religious 
citizen approves his efforts and achievements, High 
Point has lost a good doctor and a worthy citizen. 
God bless his family and his memory. 

C. E. REITZEL, M.D. 

(Written at the request of the Bereavement Com- 
mittee of the Guilford County Medical Society—Dr. 
Frederick R. Taylor, chairman.) 


WILLIAM R. McCAIN, M.D. 

William R. McCain was born in Union County on 
May 9, 1875, the son of William Johnson McCain and 
Mary Jane Walker McCain. 

His early years were spent in the Waxhaw com- 
munity and his early schooling was received at the 
Jackson Public School near Waxhaw. After finish- 
ing high school at Huntersville, he attended the 
University of North Carolina, where he graduated 
in 1895. In 1897 he received his M.D. degree from 
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the University of Maryland in Baltimore. He then 
returned to Waxhaw and practiced medicine until 
1908, when he went to Harvard Medical College and 
took graduate work in the diseases of children. 
He next practiced in Charlotte for two years, and 
then returned to Waxhaw, where he remained until 
1922. At the death of his brother, Dr. Hugh White 
McCain of High Point, he moved to High Point and 
there practiced until ill health forced him to retire 
in 1949. After a series of cerebral accidents, he died 
on January 10, 1954, in the High Point Memorial 
Hospital. 

On April 10, 1901, he was married to Clyde Niven, 

who survives at the home. He is also survived by 
three sons, Niven McCain of High Point, Ira Mc- 
Cain of Salisbury, and Felix McCain of Jackson- 
ville, Florida; one daughter, Mrs. Harmon Linville 
of Kernersville; and three grandchildren. 
(Written by Dr. W. K. McCain at the request of the 
Bereavement Committee, who wish to express the 
sorrow of the Guilford County Medical Society at 
“Dr. W. R.’s” passing. He will be missed by his 
community.—Dr. Frederick R. Taylor, chairman.) 
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DEPARTMENT OF THE ARMY 


Reserve physicians and dentists who are not cur- 
rently under orders for active military duty may 
join the Ready Reserve Units of the Army Medical 
Service according to an announcement by Major 
Gen. George E. Armstrong, Army Surgeon General. 

This will be accomplished by permitting the spe- 
cial registrants under the Doctor Draft Act and 
others who are in a USAR Control Group to be 
transferred immediately to fill an authorized va- 
cancy in a Ready Reserve Unit. Formerly, such a 
re-assignment was prohibited prior to the comple- 
tion of a tour of extended active duty. 

Although transferred, the officer will still be sub- 
ject to an order to active duty without his consent 
as an individual classified under the Doctor Draft 
and will be subject, too, to an order to active duty 
as a member of the unit. 

The transfer however, is entirely voluntary and 
will be made only if the physician or dentist so 
desires, 

An estimate of the possible numbers available for 
such re-assignment totals more than 900 Medical 
Corps officers and 183 Dental Corps officers. 


VETERANS ADMINISTRATION 


Bennett Cerf, Fannie Hurst, Ellery Queen, and 
19 other equally well known figures in the literary 
world have been named judges of the eight annual 
writing contest for patients in Veterans Adminis- 
tration hospitals. The nationwide contest, which 
closes April 15, is sponsored by the Hospitalized 
Veterans Writing Project, a national volunteer or- 
ganization with offices in Chicago and New York 
City, in cooperation with VA’s Department of Med- 
icine and Surgery. 

+ * 

The appointment of Dr. Frank B. Brewer, a medi- 
cal official with the Veterans Administration and 
its eee agencies since 1921, as assistant 
chief medical director in charge of operations for 
VA’s 171 hospitals and domiciliaries, and 104 clin- 
ics was announced by the VA. Dr. Brewer will re- 
place Dr. Robert C. Cook, who plans to retire in 
the near future because of ill health. 
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In a collateral announcement, VA said Dr. Brew- 
er’s present position as VA’s area medical director 
for the southeastern United States would be taken 
over by Dr. Horace B. Cupp, presently manager of 
the VA hospital in Durham, North Carolina. 


DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


United States Public Health Service 

A competitive examination for appointment of 
Medical Officers to the Regular Corps of the United 
States Public Health Service will be held on June 
1, 2, and 3, 1954, Examinations will be held at a 
number of points throughout the United States, 
located as centrally as possible in relation to the 
homes of candidates. Applications must be received 
no later than April 30, 1954. 

The Regular Corps is a commissioned officer 
corps composed of members of various medical and 
scientific professions, appointed in appropriate cate- 
gories such as medicine, dentistry, nursing, engi- 
neering, pharmacy, and so forth. 

Application forms and additional information may 
be m5 ove by writing to the Chief, Division of Per- 
sonnel, Public Health Service, Department of Health, 
Education, and Welfare, Washington 25, D. C. Com- 
pleted application forms must be received in the 
Division of Personnel no later than April 30, 1954. 
Applications received after that date may not be 
accepted and will be returned to the applicant. 

* + * 

A committee of experts asked by the Public 
Health Service, U. S. Desectinent of Health, Edu- 
cation and Welfare, to evaluate data collected last 
summer to study the effectiveness of gamma globu- 
lin as used to prevent or alleviate poliomyelitis, has 
reported that beneficial effects were not demon- 
strated either in the inoculation of family associates 
of polio cases or in the mass inoculation of children 
in epidemic areas. 

The committee expressed the opinion that dem- 
onstration of the efficacy of gamma globulin under 
the conditions pertaining to mass inoculations would 
require larger experience with greater opportunity 
for scientific observation. 

The committee did find, however, that the “fam- 
ily contact” use of gamma globulin, where members 
of the household of a polio case were inoculated as 
soon as the illness was recognized, did not measur- 
ably reduce the number of subsequent paralytic 
cases in these households. 


Hospital Saving Association 

An all-time high in hospital-medical claims fea- 
tures the 1953 Annual Report issued recently by 
Hospital Saving Association of Chapel Hill. 

Blue Cross claims increased $1,502,652.25 over 
1952, while Blue Shield payments were up $152,- 
623.90. The total increase in claims paid in 1953 
was $1,655,361.15. Claims payments in 1953 totaled 
$7,734,910.74, the highest figure in the history of 
the Association. 

The Association’s net operating expense was re- 
duced in 1953 from 13.62 per cent to a new low of 
10.94 per cent of income, a decrease of about 20 
a cent, Of all fees or dues paid to the Association 
y members, 89.95 per cent was returned to mem- 
bers in hospital-medical benefits. 

The Association’s average bill per case increased 
8.5 per cent over 1952, with accommodations (room 
and board) up 12.4 per cent. 

Blue Cross membership in Hospital Saving also 
set a record in 1953, reaching 465,000, with Blue 
Shield covering 437,000 North Carolinians. 
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ADVERTISEMENTS 


Clinical Results* with Banthine Bromide 


(Brand of Methantheline Bromide) 


22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine 


Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment 


Chrome TYPES OF ULCERS 
Resistant 


RELIEF OF SYMPIOMS Side Effect 
(Chiefly Pain) nt EVIDENCE OF HEALING 


Requiring 


No.of 
AUTHORS Patients jj to Other 


Therapy Jejunal | Stomal Good 


Fair | Poor of Drug? Moderate No Report 


Grimson, Lyons, Reeves 100 7 


Friedman 15 


Bechgaard. Nietsen, Bang 6 
Grueiund, Tobiassen 


McHardy, Browne, Edwards 
Marek. Ward 


Segal, Friedman, Watson 


Brown, Collins 


Asher 


Rodriguez de la Vega, 
Reyes Dias 


Winkelstein 


Hall, Hornisher, Weeks 


Maier, Meili 


Meyer, Jarman 


Poth, Fromm 


Plummer, Burke, Williams 


McDonough, O'Neil 


Broders 


Legerton, Texter, Ruffin 


Hotoubek, Holoubek, 
Langtord 


Ogborn 


Shaken 


Johnston 


Rossett, Knox, Stephenson 


TOTALS 7 


132 $2 79 


PERCENTAGES 67.8 12 


94 66 229 


1. Not included in tabulations 
2. Inctuded in “Relief of Symptoms” as “Poor’’ and 
in “Evidence of Healing” as “None.” 
3. Four had no symptoms when Banthine therapy was begun. 
4. Of which seven were penetrative lesions and five partially obstructive, 
5. No symptoms were present in four 


6. Two with symptoms only; no demonstrable wicer 
7. Three were psychopathic patients and one had a ventricular wicer of the lesser curvature 
8. Roentgen findings after treatment period of two weeks, forty seven had duodenal deformity. 
9. All returned to work within a week 
10. In these four, after reliet of symptoms, Banthine was discontinued 
because of urinary retention. 


During the past three years, more than 250 
references to Banthine therapy in peptic ulcer 


and other parasympathotonic conditions have 


appeared in medical literature. Of these re- 
ports, 22 have presented specific facts and 
figures on the results of treatment in a total of 
1,443 peptic ulcer patients, 67.8 per cent of 
whom were reported as chronic or resistant 
to other therapy. These results are tabulated 
above and show: 

“Good” relief of symptoms was obtained in 
81.3 per cent of the 1,405 patients on whom 
reports were available. 

“Complete” evidence of healing was ob- 
tained in 70.5 per cent of the 783 patients on 
whom reports were available. 

In all but 9.3 per cent, relief of pain was 
**good” or “fair.” In all but 22.9 per cent, evi- 
dence ofhealing was “complete” or“ moderate.” 


During treatment, 26 patients required 
surgery or developed complications other 
than ulcer which required discontinuance of 
the drug before results could be evaluated. 


Of the remaining 1,417 patients, only 3.7 
per cent experienced side effects sufliciently 
annoying to require discontinuance of the drug. 


*Volume containing complete references, with abstracts 
of 39 additiona! reports, will be furnished on request by 


G. D. Searte & Co. 
P. O. Box 5110, Chicago 80, Illinois 
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Pure 


ESTABLISHED 1911 


WESTBROOK SANATORIUM 


Staff 


eA private psychiatric hospital em- PAUL V, ANDERSON, M.D. 


ploying modern diagnostic and treat- REX asin MD. 

ment procedures—electro shock, in- 

sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS F. COATES, M.D. + 


mental disorders and problems of 
addiction. 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


R. H. CRYTZER, Administrator 
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For the Peptic Ulcer Patient 
BEDEVILED BY NIGHT PAIN 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL 


AmpuoJEL helps patients sleep by neutralizing acid promptly... 
promoting pain relief through the night. A double dose at bedtime 
will effectively control “night pain” in most patients. 

Ampuoget is a double gel—one reactive, for immediate buffering of 
gastric acid; the other, demulcent, for prolonged coating of the 


gastric mucosa—protection for the granulation tissue in the ulcer crater. 


Available: Suspension: Bottles of 12 fl. oz. 


Tablets: Boxes of 30 ( 5 gr.), bottles of 100 
Boxes of 60 (10 gr.) 


Wyeth 


Philadelphia 2, Pa. 
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ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 


ALL 


60 TO 


COmE FROM DENTISTS 
$5,000 accidental death Quarterly $8.00 | $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Querterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Triple Quedruplie 
60 days in Hospital... 8.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home ... «500 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital 2% 10.00 15.00 20.00 
Operating Room in 10.00 20.00 30.00 40.00 
Anesthetic in 10.00 20.00 30.00 40.00 
X-Ray in Hospital 10.00 20.00 30.00 40.00 
Medicines in Hospital. 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital. 10.00 20.00 30.00 40.00 
COSTS (Quarterly) 
Adult 2.50 5.00 7.50 10.00 
Child to oge | eens 1.50 3.00 4.50 6.00 
1D 2.50 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 
400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 


$200,000.00 deposited with State of Nebraska for protection of our members 


| 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction 


JAMES P. KING, M.D. 
Director 
JAMES K. Morrow, M.D. DANIEL D. CHILEs, M.D. 


THOMAS FE, PAINTER, M.D. Davip M. WAYNE, M.D.* 
JAMES L. CuitTwoop, M.D. 


Medical Consultant 
*Director, Bluefield, Va., Office 518 Virginia Street, Phone 4260. 
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SS The Best Tasting Aspitin ¢S) The Flavor Remaine Stable <>) Botlle of 24 tablets 15% 
you can prescribe down to the last tablet ( 24 gts. each) 


We will be pleased to send samples on request 
THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18,N.Y. 
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RAYTHEON RADAR 
MICROTHERM 
— The Modern Diathermy 


RAYTHEON Radar Microtherm offers you the modern microwave 
method of precision heat application. 


MICROTHERM operates at 2450 megacycles, as contrasted with 
the highest television range of 920 megacycles, hence TV 
interference is avoided. 


MICROTHERM provides penetrating energy for deep heating— 
dosage may be accurately timed. 


MICROTHERM is safe as well as quick, easy to apply as well as 
clinically efficient. 


Ask for a demonstration 


Powers and Anderson of North Carolina, Inc. 


58-60 BURKE STREET 
WINSTON-SALEM, NORTH CAROLINA 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. kK. H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods, Billiards, tennis and other diverting amuse- 
ments, Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full 


time to the care and service of the patients. 
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WHEN SYMPTOMS ARE DISTRESSING 
BUT DISGUISED .. . 


Al 


“It is strange,” Malleson says, “how little clinical recognition” has been given 
8 y 5 


to the “negative behavior” or “endogenous misery” of the woman with endocrine 


imbalance. Largely accountable for this, of course, is the patient’s own reluctance 
to discuss these symptoms with her physician until she actually suffers from some of 
the more obvious menopausal symptoms such as hot flushes. Even then she may become 
so accustomed to her change in feeling she can’t remember what it’s like to feet well.! 


Changes in the mood pattern are just a few of the many distressing symptoms 
of declining ovarian function which are so often disguised because they do not always 
coincide with cessation of menstruation, and at times will occur long before, and even 
years after. Other good examples are insomnia, headache, easy fatigability, arthralgia 
— and understandably so, when one considers that the loss of ovarian hormone “with- 


draws one of the most important metabolic regulators of the organism.” 


“Premarin” is a preparation of choice for the replacement of body estrogen. 
“Premarin” presents a complete equine estrogen-complex and all the components 
of this complex are meticulously preserved in their natural form, This largely explains 


why “Premarin” not only produces prompt symptomatic relief but also imparts an 


99 


important “plus the distinctive “sense of well-being” that patients find so highly 
gratifying. These benefits of “Premarin” have made it a natural estrogen widely 


prescribed by physicians ... and often preferred by patients. 


“PREMARIN: 


has no odor Estrogenic Substances (water-soluble), also known as conjugated 
... imparts no odor estrogens (equine), available in both tablet and liquid form 


1. Malleson, J.: Lancet 2:158 (July 25) 1953. 2. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine 
Treatment in General Practice, New York, Springer Publishing Company, Inc. 1953, p. 23. 


NEW YORK, N. Y. MONTREAL, CANADA 
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RAY’S Phone 3553 


Sportswear for Men and Women 


Theatre Building 


Hickey-Freeman Sport coats & slacks; Dunner Golf 
dresses & shirts; Cashmere sweaters by Lyle & 
Scott; Liberty scarves & ties; Alfred & Mary Dun- 
hill Toiletries; Shoes & accessories. 


THE GOLF SHOP 
The Pinehurst Country Club 


EVERYTHING A GOLFER NEEDS 


RAILWAY EXPRESS — AIR EXPRESS 


Whenever you ship or order goods, call on your 
Railway Expressman. He can help you save time 


and eleminate unnecessary costs. 


RAZOOK’S, Inc. 
Phone 2271 — 4111 
Designers’ Originals for Day and Evening Wear 
Furs and Accessories 


Razook Building, Pinehurst @ Carolina Hotel Branch 


@ LADIES APPAREL 
@ SPORTSWEAR 
@ ACCESSORIES 


NAOMI’S 


The Unusual Reasonably Priced 
Dresses for the Little Miss — aged 3 to 14 
OPEN DAILY 9-5:30 


Opposite Holly Inn Phone 4212 


CADILLAC and CHEVROLET 
SALES and SERVICE 


PINEHURST GARAGE COMPANY 
TAXI and U-DRIVE-IT CARS 


24 Hour Service Phones 4951 — 4961 


MR. FOSTER’S REMEMBRANCE SHOP 
In the Lobby of the Carolina Hotel 


GIFTS OF DISTINCTION 


Evening Bogs - Costume Jewelry - Toys - Compacts 
Leother Purses - Royal Doulton Figurines - Novelties 


COME IN AND BROWSE AROUND 


A. B. SALLY, 


Contractors & Builders 


Inc. 


PINEHURST, N. C. 


Flowers 


PINEHURST GREENHOUSES 


Selected Flowers 
Artistic Designing 


Lloyd S. Smith, Mgr. Phone 2121 


What are the facts about 
CANCER 
OF THE LUNG...? 


just 20 YEARS AGO, in 1933, cancer of the 
lung killed 2,252 American men. Last 
year, it killed some 18,500. 


WHY THIS STARTLING INCREASE? Our re- 
searchers are finding the answers as 
rapidly as funds and facilities permit— 
but there isn’t enough money. 

DOCTORS ESTIMATE that 50°; of all men 
who develop lung cancer could be cured 
if treated in time. But we are actually 
saving only 5%... just one-tenth as many 
as we should. 


wHy—? Many reasons. But one of the 
most important is not enough money. . . 
for mobile X-ray units, for diagnosis and 
treatment facilities, for training tech- 
nicians and physicians. 

THESE ARE JUST A FEW of the reasons 
why you should contribute generously 
to the American Cancer Socicty. Please 
do it now! Your donation is needed 
—and urgently needed—for the fight 
against cancer is everybody’s fight. 


Cancer 
MAN'S CRUELEST ENEMY 


Strike back—Give 


AMERICAN CANCER SOCIETY 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


* The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 
desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia — Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hi Vitamin T t Copyright 1952, HN Alford, Attenta, Ga 
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413-21 Stuart Circle 


Medicine: 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D, 
Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B, Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


ediatrics: 
Charles P, Mangum, M.D. 
Edward G, Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 


Director: 


STUART CIRCLE HOSPITAL 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A, Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S, Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C, Barr, M.D 


Physiotherapy: 
Mrs. Peggie Ashley 


Regena Beck, M.D. 


Charles C, Hough 


BETTER 
Birth 
Control 


Since 1934 


C ompliments 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones 1004-1005 
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RAPID ABSORPTION — MAXIMUM THERAPEUTIC EFFECT 


Tolserol)Tabs. 0.5 Gm. 
Disp. #100 


Sig: Two tablets 3 to 5 times 
aday. Take after meals 
or with 1/35 glass of milk. 


The clinical effectiveness of different 
brands of mephenesin tablets depends on 
their rate of absorption. A mephenesin 
tablet that disintegrates slowly is ab-= 
sorbed slowly. The resulting low blood 
. levels may never produce a maximum thera=- 
peutic effect. Results with such a tablet 
are usually poor. 


Tolserol Tablets are a result of extensive 
Study and are formulated to disintegrate 
rapidly for fast absorption, thus main- 
taining optimum blood levels. 


Tolserol 


(Squibb Mephenesin) 


Complete information on the use of Tolserol in muscle spasm 
of rheumatic disorders, in neurologic disorders and in acute 
alcoholism is available from the Professional Service Department, 
Squibb, 745 Fifth Avenue, New York 22, N. Y. 
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believes 
a there is no substitute for 


“KNOW-HOW” 


Unly a doctor can best specify 
the scientific requirements for 
correct sleeping posture, health- 
ful sleeping comfort. That’s why 
Sealy enlisted the judgment and 
skill of members of the medical 
profession itself in developing 
the “world’s largest selling mat- 
tress designed in cooperation 
with leading Orthopedic Surgeons” . the superb 
Sealy Posturepedic Mattress. The spine-on-a-line 
support, the relaxing resiliency of this finer, firmer 
mattress merit your early attention, 


POSTUREPEDIC 


DISCOUNT 


*To acquaint physicians everywhere 
with the exclusive features of this 
mattress, Sealy offers a special pro- 
fessional discount on the purchase of 
the Sealy Posturepedic for the doc- 
tor’s personal use only. Now doctors 
may discover for themselves, AT SUB- 
STANTIAL SAVINGS, the superior 
support, the luxurious comfort of the 
Sealy Posturepedic. See coupon below 
for details. 


SEALY Has FREE Reprints 
of the booklets named in the coupon 
below and will be happy to forward 
you quantities for use in your office. 


~// SEALY OF THE CAROLINAS 
Lexington, North Carolina 
Gentlemen: Please send me 

// without charge: 

——Copies of “The Orthopedic Surgeon Looks 
at Your Mattress” 

Copies of “A Surgeon Looks at Your 
Child’s Mattress” 

Please send free information on profes- 
sional discount 

; NAME 


the NATURAL “a 
solution! y, 
After surgery... 
pregnancy... 
Cordelia bras support 
and shape the figure. Created to 
the most exacting medical standards... 
fitted by trained techinicians to insure 
fine lines... perfect comfort. Write for 
your descriptive catalogue and the address of 
~ the nearest store to YOU where your 
patients can (and will) receive this 
expert fitting service! 


Foe 


3107 Beverly Bivd., Los 57, California: 


California's lead ng creator 
7 of scientifically designed Surgical, Corrective 


and fashion brassieres. 


= € * 
~ 
\\ 
for 
5 
figure 
innerspring mattress 
> 
¥ 
‘ 
of 


March, 1954 ADVERTISEMENTS XXXV 


Specializing in the Treatment of Aleoholism 


THE KEELEY INSTITUTE 
W. WASHINGTON ST PHONE 22-4419 
GREENSBORO, N. C. 


REGISTERED WITH THE COUNCIL ON EDUCATION AND HOSPITALS OF AMERICAN MEDICAL ASSOCIATION 
MEMBER AMERICAN HOSPITAL ASSOCIATION MEMBER NORTH CAROLINA HOGPITAL ASGOCIATION 
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ESTABLISHED 1910 


Modern Facilities 


SUPERINTENDENT 


BRAWNER’S SANITARIUM 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER. M. D. Jas. N. BRAWNER. JR.. M.D. ALBERT F. BRAWNER.,. M. D. 


MEDICAL DIRECTOR ASSISTANT DIRECTOR AND 


RESIDENT SUPERINTENDENT 


Write for booklet. 
Mrs. J. Bascom THOMPSON, Principal 


FREE UNION VIRGINIA 


P.O. Box 218 Phone 5-4486 
4 
Patronixe 
Your 
The eee FOR 
EXCEPTIONAL 
Thompson CHILDREN 
Homestead Year round private Advertisers 
home and school for 
School infants, children and 
adults on pleasant 
250 acre farm near Charlottesville. 
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How to control 


itching and scaling 


for 1 to # weeks 


You can expect results like these 
with SeLtsun: complete control in 81 
to 87 per cent of all seborrheic der- 
matitis cases, and in 92 to 95 per cent 
of common dandruff cases. SELSUN 
keeps the scalp free of scales for one 
to four weeks—relieves itching and 
burning after only two or three 
applications. 

Your patients just add SELsuN to 
their regular hair-washing routine. 
No messy ointments . . . no bedtime 
rituals . . . no disagreeable odors. 
SELSUN leaves the hair and scalp 
clean and easy to manage. 

Available in 4-fluidounce bottles, 
SEtsun is ethically promoted and 


dispensed only on 
your prescription. 
prescribe 


SELSUN 


Sulfide Suspension 
(Selenium Sulfide, Abbott) 
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WHILE THE PATIENT WAITS, 


During the past 12 months, 
HYGEIA, the Health Maga- 
zine, published 210 articies 
on patient-doctor coopera- 
tion, health education and 
medical service. 


Is HYGEIA found regularly 
in your waiting room? 


GLENWOOD PARK SANITORIUM 


Founded by 
GREENSBORO, 
W.C. ASHWORTH, 
North 
1904 Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- — 
boro where privacy and pleasant surroundings are to be found. 


WortH WILLIAMS, Business Manager R. M. Burg, Jr., Medical Director 


Address: GLENWOOD PARK SANITORIUM, Greensboro, N. C. 
Telephone: 2-0614 


AMERICA’S 
pide BUILDS FAITH IN 

MAGAZINE YOU AND YOUR WORK 
on IN YOUR WAITING ROOM 
MEDICAL. 3 vers $6.50 2 $5.00. 


1 $3.00 


NY 
u! ty 
FOR YO N 
MEDICAL ASSOCIATION Se 
a free copy of HYGEIA 
D a year’s subscription. $2.50 (Bill later, 


FOR USE: In the menopausal syndrome, 
painful breast engorgement during 


suppression of lactation, amenorrhoea 
and dysmenorrhoea of hypo-ovarian 
origin, senile vaginitis, pruritis 


vulvae and kraurosis vulvae, and in 


threatened abortion. 


Restrol 


( COUNCIL-ACCEPTED) 


Brand of dtenestrol, an important 
advance in synthetic estrogenic 


substances. 


FOR ORAL ADMINISTRATION — 
Tablets of 0.1 mg and 0.5 mg strength with high potency 
and low toxicity. 


(Also available in suspension for intrumuscular injection: 10cc 
vials containing 5 mg per cc of microcrystalline 
dienestrol per cc.) 


Detailed literature and samples on request. 


«Available through your druggist or direct. 
CENTRAL-ETHEX,INC. ¢ GRIFFIN, GEORGIA 


Sole Distributors for the Carolinas, Georgia and Florida, Central Pharmacal Co., Seymour, Ind. 
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DID YOU KNOW? 


THAT—Vitamin D is a dietary essential for in- 
fants, children, adolescents, and pregnant 
or lactating women living in the United 
States. 


THAT—One quart of vitamin D milk can provide 
the recommended daily allowance for 
vitamin D, without danger of over dosage. 


THAT—Vitamin K aids in production of pro- 
thrombin, a compound required for nor- 
mal clotting of blood. 


THAT—Vitamin K should be provided in the most 
usable form whenever: intestinal synthesis 
of the vitamin is inadequate; fat is poorly 
absorbed; or hemorrhaging occurs in di- 
cumoralized patients. 


The Dairy Council 


SALEM & LEXINGTON 
6 N. Cherry Street 
Winston- Salem, N. C. 
BURLINGTON—DURHAM—RALEIGH 
310 Health Center Bldg. 
Durham, N. C. 
HIGH POINT & GREENSBORO 
105 Piedmont Bldg. 
Greensboro, N. C 


"M F-49"" 


Universal Diathermy 


Adaptable to Any Tech- 
The “49” is 
. designed for the use of 
| all types of diathermy 
| electrodes including 
Contour Applicator, air 
spaced electrodes, in- 
duction cable, cuff tech- 
nic, and for minor elec- 
tro-surgery. A full se- 


lection of accessories, 


reasonably priced, is 
available. 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH DURHAM 
NORTH CAROLINA 


staff of visiting physicians. 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, electro- 
shock, psychotherapy, occupational and recreational 
therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 


non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology 
and Psychiatry 
Associate Medical Director 


APPROXIMATE COMPARATIVE ANTITUSSIVE AND 
ANALGESIC DOSES OF OPIATES 


To control cough 1/64 gr. Dilaudid is equivalent to 
1/4 gr. codeine. 


For analgesia 1/20 gr. Dilaudid will usually replace 
1/4 gr. morphine or | gr. codeine. Dilaudid is given 
for pain relief, not for hypnosis. 


* Dilaudid may be habit forming, and requires a narcotic 
prescription. 


Dilaudid hydrochloride is available in various strength 
hypodermic tablets, in ampules, oral tablets and powder. 


Ditaudid®, brand of Dihydromorphinone, a product of FE. Bilhuber, Inc. 


| BILHUBER-KNOLL CORP. diirituor New 
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TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
55-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We’ll do 
our best to help you — and 
there’s no obligation on your 


part. 


THIS IS THE ACCIDENT AND HEALTH 


i ~,* PLAN ESTABLISHED BY THE STATE 
: SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Aecident and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 

$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 

5,000.00 15,000.00 75.00 weekly 131.00 66.00 

5,000.00 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 


drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, ete. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. 


M. A. GRIFFIN, M.D. 
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Since ils introduction over four years ago, 
Chloromycetin has been used by physicians 
in practically every country of the world. 
More than [000,000 patients have been 


treated with this important antibiotic— 
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